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INTRODUCTION 


The year 1984-85, witnessed several important events including some which were tra sic in 
their nature and traumatic in their consequences. The assassination of Smt. Indira Gandhi 
on October, 31, 1984 in New Delhi and the leakage of the dea dly gas— methly isocvanate— on 


the night between December 2 and December 8, 1984 at Bhopal set in their trail a chain of 
occurrences which called upon the health and medica] personnel to render medical relief 
to the persons affected by such occurrences. Ttisindeed 2 matter of pride for the Ministry that 
on both the occasions, the medical and the para-medical as well as the nursing personnel dis- 
played avery hich level of devotion ofduty tothe public and provided the much needed relief. 
The Bhopal Tragedy, as it has come to be known, has cast. its shadows, long and dark and 
the medical researchers are seized of the problems arisir g out of the long term effects of the 
gas. Mention must also be made of the assistance received from the WHO and the Govern- 
ments of certain foreign countries, whose experts visited India and helped the Indian 
scientists to dertermine the toxicological effects of the gasand the clinical treatments of the 
gas victims. Lagninadan tT 231 — 


2, Subsequent to thepreparation of the last Anuual Report (1983-84) the nation played 
host to anumber of international events like the International Leprosy Conference and the 
Coaference of the Asian Forum of Parliamentarians on Population and Development, both 
in February, 1984, the South East Asia Regional Committec Meeting of WHO jn September, 
1934 and the meeting of the Health Ministers ofthe South East Asia Region, also in September, 
1934. India took an active part in the International Population Conference organised by, 
UNFPA in August, 1984 in Mexico. The Country Statement of India presented at that 
Conference, was highly appreciated and hasbeenreproduced as Annexure. 


3. Public health situation remained, by and large, satisfactory in the country during 1984. 
However, incidence of malaria showed an increase of 18.1 °/ over 1983 and that caused by Plas- 
modium Falciparum also registered an increase of 12.9%. This was essentially due to the 
fact that the prescribed three rounds of insecticidal spraying was not done in several States, 
The attention of the State Governments has time and again been drawn to the need for’ 
making adequate budget provision, for timely sanction of schemes as also for timely release 
of funds to the fields formations so that the three rounds of spraying could be done in the 
months of May— September with the required concentration of insecticides. | 


4. Effective steps were taken to combat the outbreak of dysentery caused by. the bacillus 
known as Shigella Shiga in West Bengal as well as the menace of ViralB H epatitis in certain: 
parts of Gujarat. The National Institute of Enteric and Diarrhoeal Diseases, Calcutta, helped | 
to identify the Shigella bacillusin West Rengal and the Ministry rushed chlorine tablets, bleach- 
ing powder and drugs to the State for controlling the spread of the disease. The National Institute 


(i) 


of Virology, Pune, similarly helped the Government of Gujarat in identifying cases of Viral B 
Hepatitis, and the WHO extended help by procuring vaccines as well as immunoglobulins 
toprotect the public and the medical and para-medical personnel who were particularly 
exposed to the risk of getting the infection. 


5. Action under the National Programmes for the Eradication of Leprosy and for the 
Control of T.B. was intensified during 1984-85. Alltime high financial allocations of Rs. 15 
crores and Rs. 10.5 croreshave been made availablefor the two programmes. Out of the total 

stimated number of about 4 million leprosy cases, about3.2 million have been detected, about 
3 million put under treatment and about 1.7 million patients discharged after completion of 
treatment. In another five years, we should be seeing light at the end of the tunnel. Although 
Parliament has repealed the Lepers Act, 1898 several States have yet to take similar action 
with a view to removing the social stigma attaching to the leprosy patients and the disabilities 
they are put under. Tuberculosisis more easier to dectect but more difficult to tackle. Out of 
an estimated 10 million cases (ofwhich 2.5 million are likely to besputum positive or infec- 
tious).a total of 3 million cases have been detected so far. In order toensure maximum detection 
of cases, a target of 2 sputum examinations per day per PHC has been prescribed. This would 
work out to about 600sputum examinations per annum per PHC or over 3 million sputm exami- 
nations in a year for the country as a whole. The progress in this is somewhat impeded by the 
sizeable number of vacanciesin therank of Laboratory Technicians in the PHCsand the States 
have been requested to take energetic steps to recruit laboratory technicians. The Central 
Government has been assisting the States in organising Training Courses for the Laboratory 
Technicians. The current regimen for the treatment of Tuberculosis extends over 2 years. 
Case holding becomes a problem since patients tend tostart neglecting the treatmentas soon 
as they see improvementin their symptoms. In order toovercome this problems, short-course 
chemotherapy has been introduced on trial basis which would convert the infectious cases into 
non-infectious within a short time and reduce the total duration of the treatment to 9-12 months. 


6. Mention must be made of another National Programme, namely, that for the 
control of Blindness. There is an estimated number of 9 million blind persons, about 55 
percent of whom.have cataract. The national programme has strengthercd the infrastructure 
at the national, state, district and the PHC level and has been providing financial assistance 
to Voluntary Organisations to carry outcataract operations on a large scale. More than a 
million cataract operations were performed in 1983-84 alone and at this rate the backlog 
of cataract cases would be over in the next few years. On the preventive side, the adminis- 
tration of Vitamin ‘A’ to school going children, as a prophylaxis against blindness, has 
been taken upin a big way under the Mother and Child Health (MCH) Programme. 

7. Family Planning and MCH constitute the two main ingredients of the Family 
Welfare Programme. The ultimate aim of the Family Planning Programme is 
to imbibit the birth rate and thereby the population growth rate and achieve 


(iii) 


popualtion stabilisation. The figures given below would give an idea of India’s 
position in the Indian Sub-Continent : 


cael 


erence, ee LS SO SREY sey cb an esinipmemmunniniees 


Name of the Country Crude birth Crude death Percentage change 
rate per rate per in in 
1000 population 1000 population Se ee cee 
— Se Crude Crude 
! : birth death 
1960 1982 1960 1982 rate rate 


196082 196082 


Bangladesh . . .  . 47 a 2 17 0:2 5 #7 
en hen tats aelicoss Mina. 46 43 26 19. 6:5, aay 
Pakistan . : : , ; 49 42 23 15 —13°6 —34°3 
Lu) GSR a a aa cael ee 38 oF 13 13 eo 
| i i 48 34 24 ey eee eh 


Sri Lanka. . ; ‘ 36 + OT 9 6°" Sine _ 34°8 


Sc a 


e . 


(Source : World Development Report 1984 published by World Bank). 


8. Asa result of further efforts, the Ministry’s own assessment is that the Crude Birth 
Rate (CBR) in India should be around 32.6 per. 1,000 population for the year 1984. It. 
may be seen that except for Sri Lanka which had a head start over us, India’s performance 
in bringing about a decline in Fertility Rate and Mortality Rate compares very favourably 
with those of the other countries of the sub-continent. 63-25 


g. The official Family Planning Programme of India comprises broadly two elements 
namely public involvement through a massive programme of educational campaign 
publicity and the augmentation of services and suppties in line with the “cafetaria” 
approach to facilitate the selection of any of the methods that the eligible couples may find 
suitable or appropriate. The mass media, particularly the Doordarshan and All India 
Radio are being utilised increasingly for the motivational campaign in view particularly 
of the fact that the all-too-powerful medium now covers about 79 per cent of the country’s. 
population, Spacing methods are encouraged as much as terminal methods and the two 
child family norm is now emphasised. Since child survival is amongst the foremost factors 
which induce the couple to adopt the two child family norm, MCH programme has been 
given due importance. Immunisation of pregnant mothers against tetanus and of infants 
against DPT’, Polio and Tuberculosis is the thrust of the MCH Programme, The Infant 
Mortality Rate (IMR) which was at the level of about 127 or above for a number of years 
has declined to 114 in 1982. 


(iv) 


10, The measure by which the results of the Family Planning Programme is computed 
is the liffective Gouple Protection Rate (GPR). The following table would show the vital 
rates (Dirth rates and death rates) as reported by the Registrar General and the levels of 


effective C.P.R. achieved in the different years, | 


rr a Sn ee 


a ne 


Year GPR. Variation in CPR CBR per C.D.R. Natural 

percentage over BoEgesaae year eee Nee if Bowe 
population 

Bos oF 3 4 5 6 
1970-71 10:6 = (1970) 36:8 15-7 2-11. 
1971-72 Ae Ses senor 36-9 14-9 2:20 
1972-73 CE ees YE 36-6 16-9 1:97 
1973-74 14-8  (+4)0-2 34:6 15:5 1-91 
1974-75 1449  (4)01 34-5 14-5 2-00 
1975-76 170 (421 35.2 15-9 1-93 
1976-77 23: 6 6-6. 34-4 15-0 1:94 
1977-78 B25: on(L 33-0 14-7 1: 83 
1978-79 Ee BAG 33:3 14-2 1:91 
1979-80 22-2 (ort 33-7 13-0 2:07 
1980-81 22:7 + .(+)0-5,. 33+7 12-6 2°11 
1981-82 23-7 (+)1:0 33-9 12-5 2-14 
1982-83 259: 4. (h) 202. 33-8 11-9 219. 
1983-84 29-2 (-+4)3°3 (1983) 33-6 11:9* 2: 17 
Prony. 31-6 (+)2:4 (1984) 32-6% 


EE NNT CS eer Smee indhiene vinenneuinentieeh 


*This figure is estimated by the E & I Division of the Ministry. 


Norte : The figure of vital rates (CBR and CDR) upto 1978 do not include those of Bihar and West 


Bengal, as stated by Registrar General. 


‘11. The’ fact would emerge from the above table that the Birth Rate has no doubt: 
declined but that the Death Rate has declined more steeply than the Birth Rate, what with | 


~ (y) 


the better nutrition and health care services as a result of which the life expectancy 
has risen to early 54 years of age. Lhe Birth Rate would have also registered a sharper 
decline than it has but for the set-back that the Programme received in the year 1977—80 
as would be clear from the table given above. The above table would also bring out 
the point that the result of the programme efforts of one year in the form of a fall in birth 
rate becomes visible after a time-lag of one or two years. The National Health Policy lays 
down the target of 32 births per 1000 population for achievement by 1985. As stated above 
the Birth Rate, according to the estimation of the Ministry’s E & I Division, has come down 
to 32.6 per 1000 population by 1984. ‘The target of achieving a Birth Rate of 32 per 
1000 population by 1985 thus appears to be well within reach. 


Shri B, Shankaranand continued as Minister of Health and Family Welfare and Kumari 
Kumudben Joshi as Deputy Minister in the Ministry till December 31, 1984. Smt. Mohsina 
Kidwai remained as Minister of State in the Ministry till 2-8-1984 and assumed charge 
as Minister of Health and Family Welfare on Dec. 31, 1984. Shri Yogendra Makwana 
joined the Ministry as Minister of State on December 31, 1984. 


New Delhi : SERLA GREWAL 
Feb, 15, 1985. i Secretary to the Govt. of India, 


wvfinistry of Health and Family Welfare. 
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CHAPTER I 


National Health Policy 


1.1 With a view to meeting the national com- 
mitment to attain the goal of ‘Health For All’ by 
the year 2000, the Ministry of Health after taking 
into consideration the entire spectrum of existing health 
care facilities and its delivery system, evolved a 
National Health Policy last year. This Policy Docu- 
ment was exhaustively discussed in both the Houses 
of Parhament and was approved. 


1.2 There is marked shift in emphasis inasmuch 
as the Policy lays stress on the preventive, promo- 
health and rehabilitative 


health care and recognises the need of establishing 


tive, public aspects of 
comprehensive, primary health care services to reach 
the population in the remotest areas of the country. 
Emphasis is also laid to view health and human 
development as a vital component of the oveall 
integrated socio-economic development, decentralis- 
ed system of health care delivery with maximum 
community and individual self-reliance and partici- 
pation. The other highlights of this Policy Docu- 
ment relate to ensuring adequate nutrition, safe 
drinking water supply and improved sanitation for 
all segments of the population. Health education has 


also been assigned a vital role. 


implementation 


2.1 At the national] level, a Group has been con- 
stituted under the chairmanship of Secretary, Minis- 
try of Health and Family Welfare, to identify the 
Issues requiring action and to oversee the imple- 
mentation of the National Health Policy. 


2.2 Copies of the National Health Policy Docu- 
ment have been sent to all the Chief Ministers, 
Governors/Lt. Governors/Administrators and Cen:= 
tral Ministers and State Health Ministers. Likewise 
copies of the document have been sent to all the 
Chief Secretaries and Health Secretaries of all the 
States and Union Territories with the request to 
initiate necessary and timely steps to carry out the 
directions enunciated in the Policy Document. The 
State Governments, who are primarily responsible 
for implementing the Health Policy, have also been 
requested to review their on-going health program- 
mes sv as to bring them in tune with the Health 
Policy Document, 


2.3 All the Principals/Deans of the medical col- 
leges, Research Institutions and various professional 
Associations in the field of medical sciences have 
also been supplied with copies of the Policy Docu- 
ment for re-orientation of their projects in the light 
of its directions. 


CHAPTER II 


Organization 


1.1 The Union Ministry of Health and Family 
Welfare plays a vital role in the Governmental 
efforts to enable the citizens to live a healthier and 
better lite. Under the Constitution, the item public 
health and sanitation and hospitals and dispensaries 
is in the State list. The items viz., population con- 
trol and family planning, medical education, adul- 
teration of food stuff and other goods, drugs and 
poisons, medical profession, vital statistics includ- 
ing registration of births and deaths and lunacy 
and mental deficiency are in the Concurrent List. 
The Ministry has been implementing many pro- 
grammes of national importance viz., family wel- 
fare, primary health care services, prevention and 
control of diseases, etc., which form the main plank 
of our developmental effort. It has many Centrally- 
sponsored schemes which are implemented through 
States. It has many Central sector schemes. The 
Family Welfare Programme is fully funded by the 
Central Government as per the patterns approved 
by it and is implemented through the States. The 
administration and the implementation of this Pro- 
gramme is organised through an integrated struc- 
ture of health and family welfare services in the 
country. 

1.2 The Ministry of Health and Family Welfare 
consists of the Department of Health and the De- 
partment of Family Welfare. Their organisational 
charts appear at Annexure I and II respectively. 

1.3 There are 21 subordinate offices located at 
various places of the country and they function 
directly under the Ministry. The Ministry is also 
administratively concerned with 32 autonomous/ 
statutory bodies and three public sector undertak- 


ings. 


Department of Health ‘ 
2.1 Tic Department of Health deals with medi- 
cal and public health matters, including drug con- 


Nn 


trol and prevention of food adulteration. It is head- 
ed by the Secretary to the Government of India in 
the Ministry of Health and Family Welfare sup- 
ported by an Additional Secretary. The Department 
of Health functions through the Directorate Gene- 
ral of Health Services—an attached office with 70 
subordinate offices. The Directorate General of 
Health Services renders technical advice on all me- 
dical and public health matters and in the imple- 
mentation and monitoring of various health sche- 
mes. Its organisational chart is at Annexure III. 


Department of Family Welfare 


3.1 The Department of Family Welfare deals 
with family welfare matters. The Secretary to the 
Government of India in the Ministry of Health and 
Family Weifare is in over-all charge of the Depart- 
ment of Family Welfare. 


There is an Additional Secretary and Commis- 
sioner (amily Welfare) for this Department. He is 
assisted by a number of senior administrative and 
technical officers. 


3.2. The Additional Secretary and Commissioner 
(FW) supervises the implementation of the pro- 
gramme in the States and coordinates the activities 
and the functions of the Technical Divisions and 
the Secretariat side of the Department of Family 
Welfare. On the Technical side, the following Divi- 
sions are functioning:— 


1. Programme Appraisal, Coordination and 
Training and Sterilisation Division. 

Technical Operations Division. 

and Child Health Division. 

Evaluation and Intelligence Division. 

Mass Education and Media (including Popu- 
Jation Education) Division. 


Maternal 


nm & W DN 


6. Nirodh Marketing Division. 
7. Transport Division, 


8. Projects Division (Area Projects). 


3.3 On the Secretariat side, there is a Policy 
Division, Aided Programme Division, an Organised 
Sector and Voluntary Organisations Division and a 
Plan Budget Division. The Technical Division looks 
after all components of the technical programme, 
viz., Sterilisation/IUD/Nirodh, Post-Partum Scheme, 
Maternal and Child Health Schemes, etc. Media 
Division is responsible for providing educational, 
publicity and extension support to the programme 
through mass education and extension education. It 
is also looking after the population education acti- 
vities. Evaluation and Intelligence Division helps in 
perspective planning, monitoring and evaluating the 
programme performance and also coordinates de- 
mographic research. 


Organisation in States and Union Territories 


4.1. To coordinate the Family Welfare activitics 
between the State Governments and the Central 
Government, the Directorate of Health and Family 
Welfare for each State gives adequate support to 
the States’ Health and F.W. Departments. At pre- 
sent, 27 State F.W. Bureaux are functioning in 
various States and Union Territories in the country. 


4.2. At the District level, a Family Welfare 
Bureau consisting of secretarial as well as technical 
staff has been sanctioned. 381 District F.W. Bu- 
reaux are functioning in various States and Union 


Territories. 


4.3 In urban areas, there are three types of Ur- 
ban Centres to cater to the needs of areas of vary- 
ing population size. Their structures are being re- 


vamped. 


4.4 Upto the period 1-4-1983, there were 2,583 


Urban Centres including 479 attached to Post Par- 
tum Family Welfare Institutions. 


4.5 For cities with large population, City F.W. 
Bureaux have been provided to coordinate the work 
of various Urban Family Welfare Centres in a city. 
There are 13 City Welfare Bureaux functioning in 


the country. 


4.60 Since 80 per cent of India’s population lives 
12 the rural areas, adequate net work of service 
cenires has been extended to the rural areas. A 
Kurai Family Weifare Centre forms an integral part 
of the Primary Health Centres. As against 7,210 
Primary Health Centres in the country as on 
}U-6-1984, 5,433 Rural Family Welfare Centres 
lave been established. These Rural Centres are 
Supported by Sub-cenires. 


toning up of Administration 


5.1 ‘he Government is quite concerned about 
the urgent need to tone up the administrative ma- 
chinery and set-up, both in the office and at the 
cutting edge ieveis, with a view to expeditiously 
imaking available the health services and medical 
care and other benetlits to the public. In persuance 
of the policy directions enunciated by the Prime 
Minister, Shri Rajiv Gandhi, the Minister for 
Health and Family Welfare has launched an all-out 
drive to improve the quantity and quality of work 
by cailing down delays, inefficiency and red-tapism. 
Administration is being toned up through enforce- 
ment of discipline and accountability. Senior officers 
have been asked not only to carry out surprise 
checks about attendance, punciuality, etc., but also 
be vigilant about the quality of disposal of a case. 
Periodical reviews are being made to monitor the 
speed of implementation of various programmes, 
schemes, etc. A concerted effort is being made to 
complete various tasks within the specified time. 
Attention is also being paid to the vital secretarial 
problems of record management. 


Regional Health Ministers’ Meetings 


of Regional Meetings of Health 
Ministers of States|Union Territories were held in 
May/June, 1984 at various places under the 
Chairmanship of the Union Minister for Health and 
Family Welfare. The main purpose of these meet- 
ings was to review the progress of Health and 
Family Welfare Programmes made during the pre- 
vious year and suggest measures for improvement. 
These meetings also helped in giving a new dimen- 
sion to the National Health Policy which would 
form the basis for the strategies to be adopted in 
the Health Sector during the 7th Plan period. 


6.1 A series 


Tenth Joint Conference of the Central Council of 
Healih and the Central Family Welfare Council 


7.1 The Tenth Joint Conference of the Central 
Council of health and the Central Family Welfare 
Council was held from 9th to Lith July, 1984 at 
New Deihi under the Chairmanship of Shri B. 
Shankaranand, the then Union Minister for Health 
and Family Welfare. 


7.2 Among other important matters, implementa- 
tion and progress of F amily Welfare Programme, 
National Control of Leprosy, T.B. and Blindness, 
which form part of the 20-Point Programme of the 
late Prime Minister, Shrimati Indira Gandhi, were 
reviewed, 


7.3 After reviewing in-depth the goals, strategies 
and performance as also the future plans and pros- 
pects of the country’s Family Welfare Programme, 
the Joint Conference recommended fhat the Family 
Welfare Programme should continue to receive the 
highest priority. The States/U.T.s were requested 
to constitute Population Advisory Committees at 
State level on the pattern of the Population Ad- 
visory Council at the Central level. 


7.4 Reiierating the need for according due recog- 
nition to meritorious services of functionaries of 
Goverament voluntary organisations/local bodies, 
the Council urged that the States/U.Ts. which have 
not so far evolved such schemes may do so during 
the cwrrent year. 


7.5 While appreciating the role of voluntary and 
non-governmental organisations in promoting — the 
Family Pianning Programme since its inception, the 
Council affirmed that their increased participation 
is a key to making the family planning a people’s 
prograslme. 


7.6 The Council noted with satisfaction that the 
best performing States Award scheme js now under 
implementation, and recommended _ that States| 
Union Territories which achieved 100 per cent of 
their annual targets in terms of equivalent steriliza- 
tions should also be given suitable cash awards as 
recognition of their encouraging performance. 


7.7 The Council also recommended that efforts 
to provide immunisation coverage to the infants 
must be given priority. 


7.8 As per the decision to establish a scheme of 
Annual National Family Welfare Awards to States 
and Union Territories for their outstanding perform- 
ance in the implementation of the Family Planning 
Programme, the Union Minister for Health and 
Family Welfare gave away the Performance Awards 
for 1982-83 to the States/U.Ts. 


7.9 Taking into consideration the directives laid 
down in the National Health Policy and the ap- 
proach and strategy followed during the Sixth Five 
Year Plan for developing primary health care deli- 
very system in the couniry to achieve the long- 
terms perspective of ‘Health for Ali by 2000 A.D.’; 
the Joint Conference recommended that the same 
policy should be followed during the Seventh Five 
Year Plan also. All the required number of sub- 
centres, PHCs and CHCs should be established in 
the Seventh Plan. 


7.10 The Conference strongly urged that Health 
activities included in the Special Component Plan 
for Scheduled Castes and Tribal Sub-Pian should 
be strengthened and encouraged. 


7.11 Noting with satisfaction the progress made 
in the implementation of the National Program- 
mes for the Control of Blindness, T.B. and Leprosy, 
the Conference recommended that these National 
Programmes should be continued as 100 per cent 
centrally-sponsored schemes during the 7th Plan 
period. 

7.12 The Council viewed with concern the rising 
trend of Malaria in some of the States particularly 
of P. Falciparum cases and recommended that the 
States and Centre should further intensify measures 
against malaria to achieve effective malaria control 
under the modified Plan of operations. The Council 
also reiterated its earlier recommendation that the 


programme should be converted into 100 per cent 
centrally sponsored. 


7.13 Realising that no State in the country can 
be considered as Goitre free, the Counci! recom- 
mended that the production of iodised edible salt 
should be graduallY in¢réased so that by 1990, all 
salt used for human corsumption is iodised. 


7.14 Realising that wore than 60 per cent of the 
Cancer cases are preventible, the Council recom- 
mended that suitable Cancer Control Programme 
be adopted for future action, 


7.15 The Council recommended that ‘ROME’ 
Scheme should continue and _ all necessary steps 
Should be taken for its effective implementation. 
Medical students should also work in the rural 
arcas under the ‘ROME’ scheme for a period of 2 
months during holidays and medical colleges should 
evolve a system for giving credit to students on the 
basis of their performance in the rural areas undér 
the ‘ROME’ Scheme. 


7.16 Health education and hygiene should be 
inclided in the curriculum at all levels both in res- 
pect of formal and non-formal education. 


7.17 The Council reiterated that the State Gov- 
ernment/Union Territories Administrations should 
maintain utmost vigilance against unauthorised in- 
stitutions awarding degrees|diplomas|certificates in 
ISM and Homoeopathy and against unqualified per- 
sons practising these systems of medicine by launch- 
ing timely criminal proceedings against the offen- 
ders through the police in accordance with the pro- 
vision of the Indian Medicine Central Council Act, 
1970, Homoeopathy Central Council Act, 1973, 
respective State Acts, and Indian Penal Code, as 
the case may be. 


7.18 The Council 2lso recommended that urgent 
steps be taken up to evolve and introduce standard 
teaching courses in Naturopathy and Yoga therapy 
and recognise the same under law. 


7.19 Having reviewed the implementation of 
P.F.A. Act in the Country. the Conference recom- 
mended that Legal Cells ve established for preper 
presentation of cases at the trial courts and the 
names of offenders be published. 


7.20 The Conference also recommended that to 
ensure the quality of drugs available to the consu- 
mer, a strict control at the source. namely, at the 
manufacturer level should be exercised and new 
units should not be licensed for the manufacturing 
of drugs unless they have adequate manufacturing 
and testing facilities. Stringent action should be 


Or 


taken against manufacturers whose products have 
been reported to be sub-standard. 


7.21 Blood Banks, both private and  Govern- 
ment, should be licensed under the Drugs and Cos- 
metics Act. 


Central Health Services 


8.1 The Central Health Service which provides 
Medical manpower for Central Government's Medi- 
cal Colleges like Maulana Azad Medical College, 
Lady Hardinge Medical College, J.I.P.M.E.R., Pon- 
dicherry, and also for the various hospitals and 
other participating units like CGHS, Department of 
Coal and Department of Labour, Ministry of Fin- 
ance, External Affairs and Home Affairs, Aruna- 
chal Pradesh Administration and Delhi Administra- 
tion, Andaman and Nicobar and Lakshdweep Is- 
lands, Assam Rifles, etc., was restructured in 1982. 
The service has now four streams as enumerated 
below : : 


(a) Public Health; 
(b) Teaching Specialists; 
(c) Non-Teaching Specialists; and 


(d) General Duty Cfiicers. 


8.2 Alongwith with restructuring, a cadre review 
of the service wag also completed in November 1982. 
As a result thereof, avenues of promotion for medi- 
cal officers in the Central Health Service have im- 
proved considerably. During the period under  re- 
port, 12 officers have been promoted to the Super- 
time Grade in the Pay scale of Rs. 2250—2500. 
Another group of 26 officers have been promoted 
to Specialist Grade I in the pay scale of Rs. 1800— 
2250. 56 Assistant Professors have been promoted 
to the rank of Associate Professors. 16 officers have 
been promoted from the scale of Rs. 1100—1600 
to Rs. 1500—-2000 in the General Duty Sub-cadre. 

In addition, 57 medical officers have been given 
placement in Senior Class I scale (Rs. 1100—1600) 
from Rs. 700—1300. 
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PART 1] 
DEPARTMENT OF HEALTH 


Ns 


CHAPTER III 


Health Plans 


1.1 For the Annual Plan 1984-85, an outlay of 
Rs. 537.15 crores has been provided both under 
the Central and States/Union Territories Plans, as 
against an outlay of Rs. 484.02 crores and antici- 
pated expenditure cf Rs. 484.35 crores during 
1983-84. The agency-wise break-up of the approv- 
ed outlay and expenditure is as under:— 


Break-up of Approved Outlay and Expenditure 


Sees ae a eS re ns 


Sector 1983— 84 (Rs,- in 
crores) 
Plan Antici- Approved 
Outlay pated outlay 
Expendi- for 
ture 1984-85 
Central Sector 145.00 145.67 167.00 
State Sector 
(a) States 302.23 302.08 329.13* 
(b) U.Ts. 36.79 36.60 41.02 
Total "339.02. 338.68 370.15 


Grand Total a 484. ; i = 484.35 ~ 537.15 


es 


*Including outlay for West Bengal 
Centrally Sponsored Schemes 


(a) Multipurpose Training Scheme *, 


2.1 The training of uni-level health workers into 
multi-purpose workers which was expected to be 
completed by 1983-84, lagged behind to some ex- 
tent and the balance of 36 districts would be 
covered during 1984-85. Rationalisation of pay 
scales of trained workers continues to be a_ basic 
hindrance in deployment of trained workers as mul- 
purpose functionaries. 


(b) Reorientation of Medical Education 


2.2 So far, 105 medical colieges and the Post- 
graduate Institute, Chandigarh, have accepted the 
scheme. Under the existing pattern, assistance for 
the implementation of the first phase of the scheme 
is released at the rate of Rs. 4.79 lakhs per medical 
college, for covering three community development 
blocks. In addition, 318 mobile clinics (imported 
under the U.K. Aid Programme) have been provid- 
ed free of cost to 106 medical colleges at the rate of 
three clinics per college. These clinics are highly 
sophisticated and are well equipped. 


2.2.1 The Ministry of Health and Family Welfare 
have been periodically reviewing the progress of this 
scheme. 


(c) Village Health Guides Scheme 


2.3 The Village Health Guides Scheme would be 
extended to additional primary healih centres for 
training health guides during the year 1984-85. 
This would ensure training and positioning of 4.20 
lakh health guides in all by the end of 1984-85. 
The alternate schemes taken up by the States. of 
Tamil Nadu, Kerala, Jammu and Kashmir and 
Arunachal Pradesh would continue during 1984-85 
for which also Central assistance is provided. 


Control of Communicable DiseaSes 


Control of Malaria 


3.1 The modified plan of operation for control of 
malaria was continued during 1984-85. The inci- 
dence of malaria has declined from 6.5 million 
cases in 1976 to 2.18 million cases in 1982, during 
which period there has been an extended coverage 
of cases as reflected by an increase in the number 
of blood smears examined, from 55 million in 1976 


to 65 million in 1982. The strategy adopted for 
containing P. falciparum is reported to have proved 
effective and there has been a decline in its inci- 
dence from 7.5 lakhs in 1976 to 5.5 lakhs in 1982. 
There are, however, localised problems of P. falei- 
parum infection, resistance of the vector to DDT’ 
BHC and resistance of the malaria parasite to drugs. 


Control of Filaria 

3.2 Under the National Filaria Control Pro- 
gramme, 20 control units, 56 clitics and four sur- 
vey units have been established from 1979-80 and 
upto the end of 1983-84. Experimental projects for 
control of the disease initiated in three selected dis- 
tricts in the country in 1978 for developing a stra- 
tegy to tackle the problem of rural filariasis are 10 


progress. 


Conirol of Leprosy 


3.3. National Leprosy Eradication Programme is 
being funded 100 per cent by the Cenire with eitect 
from 1-4-1981. Under the programe ii was targetied 
to increase the level of detection of cases irom 
60 per cent in the year 1980-81 to 90 per cent and 
the level of disease cases from 20 per cent to 40 
per vent by ihe end of the Sixth Five Year Plan. 
3.92 lakh additional cases were detected and 3.74 
lakh cases brought under treatment till Feb. 1984 
during the year 1983-84 raising the overall cases 
balance on record to 30.72 lakhs and cases under 
treatment to 28.86 lakhs after accounting for 2.26 
lakh cases discharged after cure/disease  arrest/ 
died or left. 392 leprosy control units, 655 urban 
leprosy centres, 6970 Survey, Education and Treat- 
ment (SET) centres and about 33,000 leprosy beds 
were set up under the programme upto the end of 
March 1984. The pilot project for the multi-drug 
regimen initiated in six districts in the country with 
SIDA assistance has been in progress. 


Control of TB 


3.4 Under the TB control Programme, detection 
and treatment of new TB cases based on targets 
assigned to States/UTs initiated with eifect from 


Io 


L3 


1982-83 is being pursued with vigour. 10.81 lakh 
casos were deiected and brougat under treaiment 
during 1962-83. Against the set target of deiecting 
another 12.50 lakh cases during 1983-84 it is ex- 
pecied that about 11.75 lakh new cases would be 
detected. With the additional equipment facilities 
made availabie at PHCs, it is esiimated that about 
il lakh sputum examinations would be conducted 
at PHCs during 1983-84. The programme is being 
continuously monitored besides ensucing optimum 
utilisation of 354 District TB Centres aud 44.000 
TB beds available in general and in medica] jasitu- 
tions. 

Coniroi of BiLadness 


3.5 The programme for strenginening of opthai- 
mic treatment facilities initiated under the National 
conirol programme was continued during 1983-84. 
Against a set target of 12.50 lakh cataract opera- 
tions for 1983-384, 7.8 lakhs operations were xeport- 
ed to have been performed upto February 1984. 


Guinea-woim Eradication Programme 


3.6 The guinea-worm eradication progiamme 
initiated in 1983-84 is being continued during the 
year 1984-85. The extent of problem has been iden- 
tified, operational manuals developed and distric: 
level oiticers were irained for implementing the 
control operations. Treatment of unsafe drinking 
water sources would be undertaken during 1984-85 
to kill the cyclopes that spread infection. The para- 
medical stafi would be entrusted with the tasks to 
disseminate health education. 


State Plans 


4.1 An outlay of Rs. 329.13 crores (excluding 
outlay for the State of West Bengal) has been re- 
commended for the State Pian Schemes and Rs. 
41.02 crores for Union Territories for 1984-85. The 
Plan Schemes, among others, mclude the setting 
up of 8,055 additional sub-centres, 396 additional 
subsidiary health centres, 993 additional Primary 
Healthy Centres and 118 Community Health Cen- 
tres during 1984-85, 


II 


4.2. DETAILS OF PROVISIONS UNDER REVENUE AND CAPITAL (PLAN AND NON-PLAN) 
FOR 1984-85 IN RESPECT OF DEPARTMENT OF HEALTH 
(Rs. in Lakhs) 


Demand No. PLAN NON-PLAN Total 
Capital Revenue Capital Revenue 
| Zz a 4 5 6 

47 Department of Health  . k — -— — 137.54 137.54 

48 —- Medical & Public Health . ; 59.00 16471.00 8636.58 8999 27 34165.85 
44— Loans and Advances to Gover- 

ment Servants ‘ x é — — oo 64.19 64.19 

89 & 91— Works Budget 170.00 — 98.23 _ 268.23 

TOTAL 229.00 16471.00 8734.81 9201.00 34635.81 

Revenue Capital Total 

Plan 16471 .00 229.00 16700.00 

Non-Plan 9201.00 8734.81 17935. 81 

Total 25672. 00 8963.81 34635. 81 
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Audit Inspection Reports 


4.3 As per information received upto the end of 
October 1984 from various Accountant Generals 
and Director of Audit, Central Revenue, the num- 
ber of audit objections and the number of para- 
graphs from the Audit Inspection Reports on the 
Accounts of Departmen! of Health and its attached 
and subordinate offices, outstanding as on 
31-10-1984 were as under :— 


4.4 Inspection Reports 


Number outstand- 
ing as on 31-i0-84 


Name of the office to which the audit 
objection relates 


Department of Health (Proper) 36 
Attached & Subordinate offices 98 
Departmentally managed commercial 

and quasi-commercial undertakings 18 


Hospitals under Delhi Amdinistration ate 


Inspection Reports 


Name of the office to which the Ins- 
pection report relates 


Number of para- 
graphs outstanding 
as on 31-10-1984 


ee 


Department of Health (Proper) 128 

Attached & Subordinate offices 1008 

Departmentally managed commercial and 

quasi-commercial undertakings 57 

Hospitals under Delhi Administration 386 
Total 1579 


i fe gen ae a 


All efforts continue to be made to settle the 
outstanding audit objectious and inspection 
report paragraphs. 


audit 


4.5 Financial assistance is provided to voluntary 
organisations : 


T.B., Leprosy, Cancer and other medical 
institutions in the country on a non-recur- 
ring basis for purchase of essential equip- 


(a) 


ments and for additions and alterations to 
the existing hospital buildings, installa- 
tion of lifts and purchase of mobile van 
or ambulance van to expand and improve 
the existing facilities; 


(b) Institutions in Union Territories on a non- 
recurring basis to meet 50 per cent of the 
deficit mm their expenditure of non-admi- 
nistrative nature; and 


(c) Oranisation which underatke promotions 
and devclopmeut of blood donation pro- 
gramme On a recurring and non-recur- 
ring basis. 


For these puvpeses, nancial assistance 
used to be given under Main Scheme that 
has been replaced by a new scheme know 
as “Scheme for Improvement of Medical 
Services’ and is in operation with effect 
from 1-4-84. ine new scheme lays stress 
on providing assistance to voluntary of- 
ganisations opereting in rural areas or 1 
urban areas but catering to high density 
urban slums. During the financial year 
1953-84, grants amounting Rs. 11.11 lakhs 
were given to 15 institutions under ‘Main 
Scheme’ and now known as ‘Scheme for 
Improvement of Medical Services.’ 


4.5.1. For setung up new hospitals/dispensaries 
in rural areas the non-rezurring financial assistance 
used to be given under 1/3rd scheme till 31-3-84 
and this scheme stands replaced by a new scheme 
known as ‘Special Health Scheme for ‘Rural Areas 
with effect fzom 1-4-84. The new scheme encout- 
ages voluntary organisations to set up new hospi- 
tals/dispensaries in rural! areas where the existing 
medical facilities are inadequate. Grant amounting 
to Rs. 23.2': lakhs were given for establishing 6 
hospitals during the financial year 1983-84. 


Grants from Health Miaisier’s Discretionary Fund 


4.6 A sum of Rs. 4.33 lakhs approximately was 
given to 245 indtviduals as financial assistance out 
of Health Minister’s Discretionary Grant during the 
financial year 1983-84. 


CHAPTER IV 


Miedical Relief and Supplies 


Central Government Health Scheme (C.G.H.S.) 


1.1 The Central Government Health Scheme was 
started in Delhi in 1954 to provide comprehensive 
medical care to Central Government employees bas- 
ed at Delhi. 


clude out-patient care provided through a network 


The facilities under the scheme in- 
of Allopathic dispensaries as well as Ayurvedic/ 
Homoeopathic/Unani dispensaries/units, supply of 
necessary drugs, laboratory and X-ray investiga- 
tions, domicillary visits, emergency treatment, ante- 
ntal care, confinement and post-natal care for wo- 
men, advice on family welfare, specialist consulta- 
tion and hospitalisation facilities at Government hos- 
pitals as well as in private hospitals recognised for 
the purpose of treatment of C.G.H.S. beneficiaries. 
The scope of the scheme has been gradually ex- 
tended over the vears to cover cities outside Delhi, 
viz., Bombay, Calcutta, Patna, Madras, Hyderabad, 
Bangalore, Ahmedabad, 
Kanpur, Allahabad, Meerut and Lucknow and also 


other sectors of population, such as the employees 


Pune, Nagpur, Jaipur, 


of the autonomous organisations, retired Central 
Government servants, widows of Central Govern- 
ment employees in receipt of family pension and 
ex-M.Ps., ex-Governors and retired judges of Sun- 
reme Court and High Courts and to the members of 


general public in 14 specified areas in Delhi. 


1.2 In addition to the Defence industrial wor- 
kers in Jaipur, Pune, Lucknow and Ahmedabad, 


the scheme was also extended during the year to 


the Defence industrial workers stationed in other 
cities (except Bombay) and also the Defence Indus- 
trial Pensioners of all the cities outside Delhi (ex- 
cept Bombay) where the scheme is in operation. 
The scheme was also extended to the employees of 
“The Employees State Insurance Corporation”, Kan- 
pur, retired employees of the Indian Council of Agri- 
cultural Research (nor-optees) in DelhijNew Deihi 
and to the employees of Kendriya Vidyalaya Sanga- 


than stationed in Calcutta, Madras and Bombay. 


1.3 During this year, a decision was taken to 
permit reimbursement of the cost of hospitalisation/ 
specialised treatment including cost of artificial ap- 
pliances to the pensioners for which they were not 


eligible earlier. 


1.4 Due to limited financial outlay of Rs. 1,200 
lakhs made under the Sixth Five Year Plan, it is 
not proposed to extend the CGHS to new cities but 


to consolidate and strengthen the existing set up. 


1.5 The coverage of Central Government _ser- 
vants and other entitled persons under CGHS is 
about 6.96 lakhs till 1983-84. 


1.6 As on 31-10-1984, 200 Allopathic dispensa- 
ties 11 Poly-clinics, 27 Ayurvedic dispensaries/units, 
27 Homoeopathic dispensaries/6 Unani  dispensa- 


ries/units nad 1 Siddha unit are functioning in var- 
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ious cities where the scheme is in operation as per details given below :— 


NUMBER OF DISPENSARIES, POLYCLINICS/UNITS 


rere a | eR | RR 


Name of city Allopa- Ayurve- §Homoeo- Unani Siddha Poly- 
thic dic units pathic Units Units clinics 
Dispen- Units 
saries 
1. Delhi 11 12 {026 gate ee 2 
2. Bombay 26 2 2 - Z 
3. Allhahabad 6 1 1 - - 1 
4. Meerut . 5 1 1 ~ 7 
5. Kanpur - 8 1 2 — = en 
6. Calcutta ’ : ; . 16 1 H : 1 
7. Nagpur. ; ; : ‘ F : 9 1 1 - { 
8. Madras . 12 1 1 ~ 1 i 
9. Banglore 8 1 1 : 1 
10 Hyderabad 11 I 1 2 - i 
11. Patna 5 1 1 = i a 
12. Pune 6 1 2 = a a 
13. Jaipur 4 1 1 ft. as 1 
14. Ahmedabad a 1 1 re S c 
15. Lucknow 4 1 1 1 ra ae 
: Total 200 OF oT ee ere gl oS Vee 
Safdarjang Hospital Non-Gazetted (Class B) 23 
‘ , : Group ’B’ Non-Gazetied 11 
2.1 Safdarjang Hospital is a Central Government Sr. Resident (Group ©) 99 
institution. It is under the administrative control of Group -C 1216 
the Director General of Health Services. The man- Group ‘D’ 1125 
agement is looked after by a Medical Superinten- ————— 
Total 2621 


dent assisted by an Additional Medical Superinten- 
dent, a Deputy Medical Superintendent, two Assis- 
tant Medical Superintendents, Chief Administrative 
Officer. 


2.2 To foster a better climate in the administra- 
tion of the hospital, the concept of participative 
management has been introduced and Senior Con- 
sultants/Officers have been involved in the process 
of decision making in various areas as also in the 
implementation of programmes for improvement of 
services. The sanctioned strength of the staff is re- 
flected as under :-— 


Supertime Grade I 5 
Specialist Grade I 27 
Supertime Grade IT 4 
Specialist Grade IT 39 
Sr. Medical Officer 26 
Jr. Medical Officer (Class A) 39% 


Non-Gazetted (Class A) i 


2.3 The hospital caters mostly to the needs of 
colonies of South Delhi and the adjoining States of 
Haryana, Rajasthan, U.P., Punjab, etc. The sanc- 
tioned bed strength of the hospital is 1207. In 
addition, 174 Bassinets (Nursery Beds) for the new 
borns are also available. The number of patients 
coming for indoor treatment is much more than the 
sanctioned strength. It has full-fledged departments 
of Medicine, Haematology and Nuclear Medicine, 
Burns Plastic and Maxillofacial Surgery, Orthopae- 
dic, Rehabilitation, Gynae. and Obst., Family Wel- 
fare Department, Department of Radiotherapy, ete. 


2.4 Department of Emergency Services functions 
round-the-clock where Emergency cases are attend- 
ed after OPD hours and immediate medical care 
provided to the serious patients. There are about 43 
special clinics which provide specialised treatment 
to the patients, 


2.5 Hospital statistics for the period from April 
1984 to November 1984 are given below :— 


ed Strength Ruy 
Total Patients Admitted 49,371 
Total Patients Discharged (includin g Deaths) 48,870 
Total number of Out-patients 8,21,546 

(ij) New Cases 3,83,331 

(ii) Repeat Cases 4,38,215 
Total Number of Deliveries. 4,t2d 
Total Number of X-Ray Examinations 83,898 
Total Number of Laboratory Examinations 10,18,.937 


The following Training Courses are conducted in 
this hospital:— 


(1) Medical Record Officer 

(2) Medical Record Technician 

(3) O.T. Assistant. 

(4) One year Diploma in Physical Medicine 
and Rehabilitation under Delhi University, 
for Doctors. 

(5) Short-term orientation courses for Doc- 
tors in Disability, prevention and Rehabi- 
litation. 

(6) Three-year Diploma in Physiotherapy. 

(7) Three-year Diploma in Occupational The- 
rapy. 

(8) Three-year Diploma in Prosthetics and 
Orthotics. 

(9) One year certificate course for Multi-Re- 


habilitation workers. 


2.6 New Casualty O.T. Building is coming up 
wherein patients nceding immediate operation will 
be operated without loss of time. This will further 
strengthen the Emergency Services. 


2.7 Construction of new Nurses Hostel is in pro- 
gress and likely to be completed shortly. 


2.8 Family Welfare Programme has been inten- 
sified. 


2.9 Hindi is being used in correspondence with 
the Government as well as State Governments. OPD 
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slips are also being prepared in Hindi. Most of the 
Secretarial staff is being sent for learning Hindi 
typing to foster the use of Hindi in the hospital. 


2.10 Safdarjang Hospital has prepared a_pers- 
pective plan for the expansion of the hospital with 
the objective of providing comprehensive medical 
care and services in all the specialities. 


2.11 The scheme ‘Establishment of Micro Vascu- 
lar Surgery and Tissue Preservation and Transplan- 
tation Surgery Units’ in Safdarjang Hospital is being 
continued in the 7th Five Year Plan. 


Dr. Ram Manohar Lohia Hospital 


3.1 Dr. Ram Manohar Lohia Hospital has got 
the bed strength of 901 including 101 mini-beds. 
Out of 901 beds, 67 beds are marked for general 
Nursing Home and 25 beds for Maternity Home. 
It caters to the needs of the Central Government 
employees as well as general public. 


3.2 For conducting various tests, i.c., Laboratory 
or Radiological, adequate facilities have been pro- 
vided in such a manner that these can be availed 
of round-the-clock in emergent and indoor cases. 


3.3 The Hospital is having the services of the 
following departments for the patients’ care:— 


. Medical 

. Surgery 

. Gynae and Obst. 
. Paediatrics 

Eye 

EN, I. 

. Skin 

8. Orthopaedics 
Psychiatry 

. Dental 

. Nursing Home 
. Family Welfare 
. X-Ray 

. Histopathology 
. Cytology 


_ Racteriolooey 


16 


17. Pathology 

18. Biochemistry 

19, Blood Bank 

OLA a GG 5 

21. Physiotherapy. 

22. Non-invasive Cardiac Lab. 
23. Burn Unit. 

24. Pace Making 

25. Coil Kidney Department. 
26. Hyper Baric Chamber 
Aek.G. 

25a°E GG. 

29. Post Partum Unit. 


3.4 Bosides this, the Hospital has O.P.D. and Acci- 
dent and Emergency Department. Office of the De- 
puty Medical Superintendent has been housed in 
the O.P.D. itself for on-the-spot solutions of the 
day-to-day problems. Recently, the Government has 
sanctioned Chief Medical Officer for the Accident 
and Emergency Department in addition to Casualty 
Medical Officer and Assistant Casualty Medical 
Officer who are available on duty. The post of Ad- 
ditional Medical Superintendent has also been filled 
up for further improvement, development and plan- 
ning of the Accident and Emergency Department. 
The Emergency Department functions round-the- 
clock with facilities for consultation jin Medicine, 
Surgery, Paediatrics and Orthopaedics. There is one 
Casualty Medical Officer and one Assistant Casualty 
Medical Officer at one time on duty. Serious cases 
are referred for consultation to their respective con- 
sultancy. Eye, E.N.T. and Gynae doctors are on 
call duty round-the-clock. Laboratory, X-Ray and 
E.C.G. facilities are available round-the-clock. 
Specialist cover for Medical, Orthopaedic and Sur- 
gical is available during day and night. 


3.5 There are 30 beds available in ground floor 
for serious cases. However, mini-beds are available 
in case of rush in the Accident and Emergency 
Department. 


Out-patient Department consists of the following 
units: 
1. Surgical (General as well as C.G.HS.) 

2. Medical 


. Gynae and Obst. 
. Orthopaedics 

. Psychiatry 

. Paediatrics 
Dental 

Eye 

je a Be 

10. Skin 

11. Laboratory. 

12. Physiotherapy. 


= 


3.6 One X-Ray machine is attached to the Or- 
thopaedic Department where X-Ray films are made 
available to the doctors in an hour’s time. The 
ortho/Fracture clinic cases are plastered, if need- 
ed, in the plaster room. Patients who cannot walk 
are carried by the hospital employees on wheel 
chairs/trolleys. After the closure of O.P.D., the 
Fracture Clinic continues functioning in the Emer- 
gency Block till next morning. 


The Hospital is having the following specialities 


also :— 

. Coronary Heart Disease and Hypertension 
Clinic Nursing Home. 

2. Cardiac Clinic—O.P.D. 


nok 


3. Neurology Clinic 
4. Diabetic Clinic 
Se Ce escan. 

6. Urology Clinic 
7. Neuro-Surgery Clinic 

8. Post Operative follow-up Clinic. 
9. Ante-natal and Post-natal Clinic. 
10. Child Guidance Clinic 

11. Leprosy Clinic 

t22°ViDe Clinic 


13. Mycology Clinic (Examination of fungees in 
patients). 


14. Merphrology Clinic 
15. Well Baby and Immunization Clinic 


16, Paediatriom Saixure Clinic—Epilepsy di- 
seases. 


17. Cardiac and Rheumatology Clinic 


18. Follow-up Clinic. 


3.7 The following centres are also playing their 
important roles in respect of patient care:— 
Anti-rabic Centre 


International Vaccination/inocculation Centre 
Yellow Fever Centre 
Medical examination for 
abroad. 


employees going 


at 
3.8. The present sanctioned staff strength of the hospita 
is as follows :— 


1. Medical Gazetted Officers 75 (including I.F.W. 
Officer) 

2. Non-Medical Gazetted 

Officers 23 (including 4 Group ’B‘ 

Non-Gazetted) 

3. Sr. Residents 79 

4. Jr. Residents 122 

=a ep 16 

6. Nursing staff 385 

7. Techanical staff 263 (including 4 F.W. staff) 

8. Ministrial staff 84 (including 1 F.W. staff) 

9. Group ‘D’ staff 800 eeba its but 

“1847 


3.9 Indoor and Outdoor Patients 


The details of ‘Indoor and Outdoor’ patients 
treated for various specialities in this hospital 
during the year 1984 are as under:— 

I~ Indoor 
(i) General Wards 33,805 
(ii) Nursing Home 2,811 
Il— Outdoor 
(i) General 7,25,554 
(ii) Special Clinic 34,765 
(iii) Emergency 1,33,798 


3.10 School of Nursing 


73 Student Nurses for 3 Peart General Nursing 
Courses are continuing their studies. 21 students 
appeared in the final examination conducted by the 
Punjab Nurses’ Registration Council and passed 
their examination. 26 students are in second year 
and 26 students are in the Ist year. 
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3.11 Post-Graduate Teaching 


Post-graduate students are continuing their studies 
in this hospital in the following specialisations:— 


M.D.(M) Je SAVES) 3 
M.D.(A) — M.S.(Orth) 4 
M.D.(R) 2-DEM:ReD 1 
D.b.0: ae re pies 
DV. Dy: Ee 9) 2.7) 45 
De. 1 


3.12 Library 


There are library and common rooms for post- 
graduate students and other medical officers in- 
cluding Senior Residents and Junior Residents of 
this hospital. There are 8,292 volumes in the libra- 
ry and the hospital is subscribing to 153 journals. 
The lecture hall and seminar rooms are also attach- 
éd with the library. 


3.13 Medical Examination 


(i) No. of examinations conducted by the General 
Standing Medical Boar during the year 1984 


(Jan.-Oct. 84). : 7,454 
(ii) No. of examinations conducted by Civil Sur- 
geon during the year 1984 (including second 
medical opinion and abroad cases) 1,509 
3.14 Operations Performed 
(a) No. of Major Operations performed 4,662 
(b) No. of Minor Operations performed - 43,695 
(c) No. of Plaster Room patients « 26; 754 
In addition to the above, Intensive Coronary 


Care Unit has been set up which is equipped pro- 
perly with monitoring system. 


3.14.1 The following committees have been 
formed for smooth and _ effective working of the 
hospital:— 


Management Committee 

Mortality Review Committee 

Cleanliness Committee 

Hospital Cross Infection Committee 
Departmental promotion/selection Committee 


Administration Committee alongwith C.P.W.D. 
Civil and Electrical. 


Joint Purchase Committee. 
Condemnation Committee. 


These committees are headed by Senior Officers. 


3.14.2 A Staff Council has also been formed 
for maintamning co-ordination between the workers 
and the Management. The Welfare Officer has been 
effectively Jooking after the interest and welfare of 
workers. In-service training programme for workers 
has been started in the laboratories on trial basis. 

3.14.3 A Medicai Social Service Otiicer is aiso 
atiording guidance and assistance to the patients 
having no source of income. ‘ihe amount for medi- 
cines, if any, Railways fare, disposals of bodies ot 
poor patients is arranged for by him out of the 
iunds of the Hospital Welfare Society. A poor pa- 
tients’ home is also run by this society where a few 
patients are kept pending final migration to their 
respective place of residence. 


3.14.4 ‘The hospital has a General Kitchen and 
-Nursing Home Kitchen which prepare food of dif- 
ferent types for various types of patients. The Dieti- 
cians are looking after the Kitchen in addition to 
students in their respective areas. 


Cancer Research and Treatment Programme : 


5.1 Facilities for Cancer diagnosis and treatment 
have been developed in almost all major hospitals 
attached to the Medical Colleges and other Institu- 
tions. Under the National Programme for control 
of Cancer, selected institutions at Ahmedabad, Ban- 
galore, Calcutta, Cuttack, Delhi, Gauhati, Gwalior, 
Madras and Trivandrum, which have been recognis- 
ed and are being developed as Regional Centres 
for Cancer Research and Treatment continued to 
receive financial assistance during the year. Another 
Regional Centre, viz. The Tata Memorial Centre. 
Bombay, was financed by the Department of Ato- 
mic Energy. Central assistance for Cobalt Therapy 
Units which was hitherto Rs. 10 lakhs has been 
raised to Rs. 12 lakhs with effect from 1-4-83. 
There exists a Standing Advisory Committee on 
Teletherapy Units which comprises of experts in 
the field of radiation as well as Directors of Re- 
gional Cancer Centres mentioned above. The 
Committee in its last meeting has recommended 
assistance to four institutions and the actual Central 
assistance to these institutions is likely to be realis- 
ed either in March 1985 or in the beginning of next 
financial year, 1985-86. Central assistance of 
Rs. 0.50 lakhs has been released each to the Gov- 
ernments of Assam and Tamil Nadu, for setting up 
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of Early Cancer Detection Centres. Efforts are con- 
tinuing to procure sophisticated equipments like Cat 
Scanners aid Linear Accelerators for the Regional 
Centres in order to equip them properly. The Re- 
gional Caner Centre at the Cancer Institute, Mad- 
ras, has installed another sophisticated machine 
known as ‘Thermo-trone RF.8 which is a new de- 
velopment in the treatment of Cancer. 


5.2 The Population and Hospital based Cancer 
Registries which were set up during 1981-82 con- 
tinued to function during the year 1984-85 under 
the aegis of the Indian Council of Medical Research. 


5.3 During the 6th Five Year Plan (1980—85), 
the Planning Commission had allocated an amount 
of Rs. 11.50 crores for Cancer Control and Treat- 
ment out of which Rs. 115 lakhs in 1980-81, Rs. 
230 lakhs in 1981-82, Rs. 375 lakhs in 1982-85, 
Rs. 250 lakhs in 1983-84 and Rs. 200 lakhs were 
provided in 1984-85. Against this, an expenditure 
of Rs. 1,200 lakhs is likely to be incurred by the 
end of 31st March, 1985. 


Japanese Encephalitis 


6.1 Kala-azar unit of NMEP is also looking after 
the work of Japanese Encephalitis cell which 
includes monitoring of Japanese Encephalitis in 
India. The incidence of Japanese Encephalitis in 
India since 1981 is given below:— 


Year 


Cases Deaths 
1981 3,894 1,167 
1982 . 3,516 1,261 
1983 (Prov). 1,716 581 | 
1984 653 235 (as per reports 
at received upto 


17-10-1984) 


en i a eS Sa ee 


6.2 During 1982, Japanese Encephalitis was re- 
ported from Assam, Andhra Pradesh, Bihar, Delhi, 
Goa, Karnataka, Manipur, Orissa, Tamil Nadu, 
Uttar Pradesh and West Bengal whereas during 
1983 only Assam, Andhra Pradesh, Bihar, Goa, 
Karnataka, Manipur, Tamil Nadu and Uttar  Pra- 
desh reported Japanese Encephalitis incidence. 
During 1984, Assam, Andhra Pradesh, Bihar, Kar- 
nataka, Manipur and Tamil Nadu have reported 
Japanese Encephalitis so far. Till 1982, West Ben- 
gal reported a large number of Japanese Encepha- 


litis cases, but no Japanese Encephalitis incidence 
has so far been reported from West Bengal during 
1983 and 1984. The States have been requested 
to spray residual insecticide (DDT/BHC) in an area 
of 2/3 km around a Japanese Encephalitis case. 
Fogging/ULV machines have been supplied by the 
N.M.E.P. for carrying out fogging operations in 
Japanese Encephalitis affected areas. Insecticide for 
the purpose is supplied by the N.M.E.P. as there 
is no separate funds for Japanese Encephalitis con- 
trol. A plan for 100 per cent Central assistance has 
already been submitted by the N.M.E.P. and_ is 
under consideration of the Government of India. 
Japanese Encephalitis vaccine is supplied by N.IC.D. 
Delhi to different States on demand. 


Nutrition—Education and Related Activities 


7.1 In order to efiectivey combat mainutrition. 
through the network of Medical and Health Cen- 
tres in the country, State Nutrition Divisions have 
been established in the Health Directorates of 
States and Union Territories. At present, 14 States 
and 2 Union Territories have State Nutrition Divi- 
sions. These Divisions are responsible for:— 


(1) Defining areas of Nutritional deficiencies 
by conducting Diet and Nutrition surveys. 


(2) Implementation and supervision of Nutri- 
tion programmes implemented by the 
State or any other agency. 


(3) Evolving suitable measures to combat the 
deficiency disease and improving the ge- 
neral nutritional status of the population 
by imparting nutrition education and 
other measures. 


(4) Nutrition training of various functionaries 
both medical and  para-medical at the 
State and Districé levels. 


To direct and supervise the Health  as- 
pects of the various Nutrition Program- 
mes being implemented by various Gov- 
ernments and other agencies at the block 
and district level. 


(5) 


7.2 Efforts are benig made to establish the State 
Nutrition Division in States and Union Territories 
which do not have these Divisions. | 
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7.3 Diet & Nutrition: Surveys conducted by the 
State Nutrition Divisions and the National Nutri- 
tion Monitoring Bureau have revealed that protein- 
calorie malnutrition is prevalent in large sections 
of the population. The most affected are young 
children, pregnant and lactating mothers, The 
paitern of nutritional deficiency signs indicated that 
the most commonly observed nutritional deficiency 
signs were those of protein energy—malnutrition 
(PEM), Vitamin ‘A’ and ‘B’ Complex deficiency. 
The signs of PEM were observed more frequently 
in children under 5 years of age, while those of 
Vitamin deficiency were found in older children of 
school age, adolescents and adults. Signs of anae- 
mia were found among pregnant and lactating 
mothers. 


7.4 In order to overcome the problem of mal- 
nutrition in the country, the Government of India 
is implementing the following nutrition program- 


mes through the various Government Depart- 
ments:— 
Programmes Ministry 


(1) Prophylaxis Prosramme Ministry of Halth & family 
Welfare against’ Nutritional 
Blindness due to Vitamin 
‘A’ deficiency. 

(2) Prophylaxis Programme 

Welfare. against Nutritional 


Ministry of Health & Family 


Anaemia. 

(3) Special Nutrition Pro- Ministry of Social Welfare. 
gramme. 

(4) Integrated Child Develop- Do. 
ment Services (ICDS). 

(5) Bal-wadi Nutrition Pro- Do. 


gramme. 
(6) Mid-day Meal Programme. Ministry of Education. 


(7) Nutrition Education/Ex- Ministry of Health, Agricul- 
tension. ture and Food. 


Nutrition Training: 


7.5 The State Nutrition Divisions in the various 
States and Union Territories have been imparting 
training in Nutrition to various functionaries. Some 
of the categories of the personnel trained were aS 
follows:— 

(1) Medical Officers (PHCs). 
(2) Block Development Officers. 
(3) Extension Training Officers. 


(4) Health Visitors. 
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(5) A.N.Ms. 

(6) Primary School Teachers. 

(7) Panchayat Samiti Members. 
(8) Mahila Samiti Members. 

(9) Youth Club Members. 

(10) Block Level Technical Officers. 


Research in Nutrition: 


76 The National Institute of Nutrition, Hydera- 
bad, and the All-India Institute of Hygiene and 
Public Health, Calcutta, are the principal organisa- 
tions in India for nutrition research and training of 
nutrition workers. 


Feasibility Field Unit: 


77 The Unit conducts studies on the acceptibility 
and affect on nutritional status of various nutritious 
foods including low cost processed foods, suitable 
combinations of locally available foods and forti- 
fied foods. 

7.8 At present the nutritional efficceacy ow two 
suitable combinations of locally available foods, 
namely, wheat-bengalgram mixture and wheat-soya- 
bean mixture is being tested. 


7.9 A nation-wide study on Infant Fedeing Prac- 
tices has been initiated and data is being collected 
with the help of State Nutrition Divisions. The main 
objectives of the study are:— 


(1) To study the prevalence of artificial feed- 
ing in different socio-economic groups. 


(2) To determine the factors influencing the 
adoption of artificial feeding. 


(3) Awareness regarding bottle hygiene and 


supplementary feeding. 


Hospitals Diets: 


7.10 Dietary service in hospitals is as important 
as therapeutic service. The main objective of the 
dietary service is to provide _ better patient care 
through properly planned and executed diets. In 
order to have a uniform pattern of diets served to 
indoor patients in hospitals, efforts are being made 
to implement the recommendations of the Sub- 
Committee on “Standardised diets for Hospitals”. 
Necessary action is also being taken to have train- 


ed Dieticians to head 
hospitals. 


Dietary Departments of 


Blood Transfusion and Accident and Trauma Ser- 
vices 


81 Two areas which require special attention in 
future relate to development of blood transfusion 
and trauma care services. After a series of meet- 
ings with experts and other concerned agencies de- 
tailed action plans have been prepared to establish 
both the services on a more rational basis. It 1S 
proposed to take up the schemes during the Seventh 
Five Year Plan period. 


Indian Red Cross Society 


9.1 The Indian Red Cross Society was formed in 
1920. It was constituted for the administration of 
the various funds and gifts received for the purpose 
of medical and other aid to the sick and wounded 
and other similar purposes, both during war and 
peace. i tl 


9.2 Various facets of its activity include Mater- 
nity and Child Welfare, provision of relief for the 
mitigation of suffering caused by epidemics, earth- 
quakes, famines, floods and other disasters, whether 
in India or abroad. It also coordinates activities re- 
lated to Junior Red Cross, Health Education, Nurs- 
ing Services and Blood Bank activities. 


93 The Government of India has been assisting 
the Indian Red Cross Society in the form of grant- 
‘n-aid for the purpose of meeting its normal and 
Blood Bank activities. A total sum Of ARS. 1ea8 
lakhs is likely to be released to the Society for the 
current financial year. 


9.4 The Government of India also contribute 
Rs. 1.58 lakhs annually to the International Com- 
mittee of Red Cross Society. 


St. John Ambulance Association 


10.1 The St. John Ambulance Association is the 
Ambulance Wing of the Indian Red Cross Society. 
It performs first-aid duties at public gatherings such 
as fairs, festivals, sports, meets, factories, mines and 
any other place requiring urgent attention for safety 
and care in natural calamities such as floods, cy- 


clones, earthquakes, etc. It also imparts training in 


First Aid, Home Nursing and allied subjects. It is 
a well-knit organisation of trained brigade person- 
nel ready to serve in need, 


10.2 An annual grant-in-aid of Rs. 50,000 is paid 
by the Government of India. 


Medical Stores Organisation 


11.1 The Medical Stores Organisation consists of 
six Medical Store Depots located at Bombay, Mad- 
ras, Calcutta, Karnal, Hyderabad and Gauhati; 
Pharmaceutical factories at Bombay, Madras; a 
work-shop at Madras for repairing surgical instru- 
ments and appliances; laboratories for testing drugs 
and chemicals at Bombay, Calcutta and Madras and 
a Biological Laboratory and Animal House at 
Madras. The Organisation employs about 1,800 
personnel in different ranks, the vast majority of 
which are industrial workers. 


[1.2 Medical Stores Depots are authorities to 
maintain stock of about 2,400 varieties of medical 
stores comprising items of common use involving 
different grades, e.g., Drugs/Surgical Instruments/ 
Dressing/Laboratory appliances and reagents and a 
large variety of sundry articles used in hospitals 
and dispensaries. About 80 per cent of the Organi- 
sation indentors are small indentors and are located 
in the rural areas or suburban areas whose annual 
requirements are very very small. 

11.3 The Medical Stores Organisation ig operat- 
ing on the principle of “No Profit No Loss’. Gene- 
rally, all drugs are pre-tested in the Laboratory 
and other stores are pre-inspected for prescribed 
specifications before the stocks are taken on charge 
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for issue to indentors. Clients are assured of quali- 
ty and they get medical requisites from a single 
source at most economical prices as the advantage 
of bulk purchases get passed on to the indentors. 
The usefulness of the Medical Stores Depots is in- 
disputable. As far as small units are concerned, 
they do not have to depend upon the local sup- 
pliers. 


11.4 Medical Stores Depots are also handling 
Stores required for the implementation of a num- 
ber of National Health Programmes such as 
National Malaria Eradication Programme, National 
T.B. Control Programme, Development of Rural 
Health Services and Family Welfare Programme, 
etc. Under these programmes, all commodities re- 
quired indigenously and donated by international 
agencies are received at the Depots, stored and dis- 
tributed throughout the country. The value of such 
stores is now of the order of Rs. 30 crores per 
annum. 


11.5 In all emergent situations arising from natu- 
ral calamities like floods, droughts, cyclones, ete, 
the Medical Stores Organisation is actively involv- 
ed in rushing supplies to affected areas. The De- 
nots keep reserve of Civil Defence Stores compris- 
ing life-saving drugs, etc., for the use of civil popu- 
lation during national emergencies. The services of 
Medical Stores Depots are also utilized for under- 
taking prestigious jobs like medical assistance to 


various countries. 


11.6 Budget Provision: Details of the funds pro- 
vided during the year 1984-85 are given below:— 


’ 


DETAILS OF FUNDS PROVISION 


Description 


| Depots 


9 


hat 


Clearance and Handling of International Stores . 
3 Purchase of Material in India & abroad 


4 Drug manufacture 


Total Charge 


en nn gs ee 


(Rs. in thousands) 


Budget Provision 
1984 --85 


2,28,22 
16,91 
t8,00;00 2% 
32,91 
20,7804 


hi. 7, 


Statistical Data of Medical stoves Organisation 


Total 
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(Rs. in thousands) 


Cost of Store Purchased 


— — — ——re m= Ta ch nt es a a ir ey es fe 


Local Total Value 


Year Purchase 
indentors purchases through purchases of stores 
D.G.S. & D. supplied 
1978 —-79 16,000 18,59,09 13,52,09 5,07,00 16,00,00 
1979—-80 15,410 15,34,00 12,60,00 2,74,00 16,91,23 
1980—81 15,528 13,49,34 9,20,58 428,76 15,48,79 
1981—-82 15,528 14,41,00 9,89,54 4,51,46 15,61,74 
1982—-83 15,028 16,91,41 11,91,49 4,99,92 18,44,33 
1983 — 84 15,528 19,00,44 19,49,84 8,50,60 21,40,20 
Development of Medical Stores Organisation ‘ | ieaesere States of the country and its reports are 


iudentors’ satisfaction. A Committee has been ap- 
pointed by the Government to review the working 
and make recommendations to the Government for 
streamlining the functioning of the Organisation. 
The schemes for improving storage facilities, streng- 


thening testing facilities, at the various Medical Sto- 


res Depots and expanding the personnal component, | 


have been formulated for inclusion in the Seventh 
Five Year Plan. In order to ensure adequate and 
medical stores to CGHS and 


Central Government Hospitals in Delhi, the Sub- 


timely supplies of 


Depot, Delhi, under MSO is proposed to be up- 
graded into a full-fledged Depot during the Seventh 


Five Year Plan. 
Cerologist and Chemical Examiner, Calcutta 


13.1 This Department is mainly concerned with 
medico-legal analysis of blood and other stains on 
the clothes, garments, weapons and other materials 
seized by the Police in course of investigation of 
criminal cases. These materials are received from 


| research 
(VDRL) diagnostic reagent. This is used in the 
diagnosis of syphilis and a large number 


laboratory 


of diag- 
nostic tests can be done quickly. The Department 
also produces different 
animal species so that the blood of human species can 
be differentiated. It also undertakes serological tests 
for diagnosis of 


diagnostic antisera against 


veneral diseases, i.€., syphilis. 
Besides immounological research and training are also 
undertaken. This Department has already started a 
programme for manufacturing anti-bacterial serum 
particularly against salmonella Group of organism. A 
scheme for starting a Regional STD Reference Labo- 
ratory has been recently sanctioned and the work is in 


progress. 


Performance 


13.2 This Department continued analysis of medico- 
legal exhibits seized by the police in connection with 
the criminal cases as in previous years. The statis- 


tical information regarding activities of the Department 
is given below: 


tL. 


(i) Medico-legal cases analysed and reported 


(ii) No. of items analysed and reported 


(iii) 


(a) For origin of species 


(b) For blood group 


Production of Anti-Sera 


(a) Antisera 


(b) Lectin 


(iv) Supply of Anti-Sera 


(vi) Sale of VDRL antigen with Buffered Saline Diluent 


(vii) Training in Forensic Serology & V.D . Scrology 
to Officers from various Government Departments 


(v) 


(a) Antisera 
(b) Lectin 


(c) Others 


19,602 ml. 


18,602 ml. 
1,044 Iml. 


ayaie) 


19,652 ml. 


Production of VIRL antigen & Buffered Saline Diluent 


(a) VDRL Antigen 


(b) Buffered Saline Diluent 


(a) Supply to Medical Store Depot 


(b) Direct sale from the Departments to 


consumers 


(viii) Serological Tests for V.D. 


Samples for Complement Fixation Test 


Samples for VIRL 


Test 


93,570 amps 


93,570 amps 


1983— 84 


1984a85 
for 7 months 


Physical target 
f 


or 
from April to 1984.— 85 
October, 1984 
2,456 5,000 
9,130 20,000 
8,890 16,000 
8,613 _ 
608 _ 
Jor mM. 20,000 ml. 
6,965 ml. 
568 ml. 
7,533 mi. 15,500 ml. 
51,149 amps 1,00,000 
51,140 amps 1,00,000 


1984 - 85 
for 7 months from 
April to October 
1984 


18,700 amps 


78,040 amps 


96,740 amps 


69 


8,300 amps 


38,700 amps 


47,000 amps 


Physical target for 
for 1984- 85 


1,00,000 


No physcial 
l reget 
laid down. 


6,000 


6,000 


New Programmes 
13.3. The following new programmes are being 
executed: 


1. Isolation and preparation of Immunoglobulin 
G. Immunoglobulin A and Immunoglobulin 


M. 

2. Experiments are being done on the chromato- 
graphic separation, quantitation and 
standardisation of Immunoglobulin’ G, 


Immunoglobulin A and Immunoglobulin M. 


Relief Measures during Natural Disasters 


14.1. Natural disasters are quite common in our 
country. They vary from avalanches and land slides 
in the northern region to droughts, cyclones and 
floods in the southern region. On the one hand’ there 
is perennial drought situation in western part of the 
country and on the other hand, there js a perennial 
flood situation in the North-eastern part of the ccun- 
try due to heavy rain-falls. Though natural disasters 
cannot be prevented altogether yet their effects on 
human population can be minimised if preventive 
measures are taken and if immediate medical relief 
is provided to the affected population. 


14.2 With this objective, the Ministry of Health 
and Family Welfare takes preparatory steps before 
the onset of certain natural disasters by way of send- 
ing guidelines to various States. In addition, the 
Central Government also helps the States by necessary 
medical supplies on credit payment basis. In addi- 
tion to these relief measures, a medical member who 
is representative of the Ministry of Health and Family 
Welfare frequently accompanies the Central Study 
Teams which visit the States to study the magnitude 
of the problem and also the quantum of Central 
assistance required. On the recommendations of the 
medical member, financial assistance for rendering 
medical aid is given. 


14.3. During 1984-85, about 12 States were assist- 
ed vis-a-vis floods, six for drought, two hilly States 
for hail-storms and land slides and two States for 
cyclones. The details of assistance provided/recom- 
mended to various States are given in Appendix ‘A’, 
Medical assistance/guidance was also provided to the 
States to tackle epidemic situation of hepatitus ‘B’ in 
Gujarat and dysentery in West Bengal and Tripura. 
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Delhi Eqisode 


14.4. Medica] assistance was also provided during 
riots in Delhi in the month of November, 1984. 
About 10 medical teams from various hospitals were 
deployed in various parts of Delhj from Central Gov- 
ernment hospitals which provided round-the-clock 
service. During this period, medical s‘ores worth 
Rs. 8.25 lakhs were provided for necessary medi- 
cal relief. 


Bhopal Gas Tragedy 


14.5. The people of Bhopal underwent a horrible 
tragedy in the first week of December 1984 caused 
by the leakage of Methyl Iso Cynate gas. This gas 
produces immediate respiratory, skin, eye and 
neurological problems due to which many persons 
died. Immediately a 12-member medical team was 
sent from Safdarjang Hospital to assist and guide the 
State Government in rendering medical aid to the 
affected population. Due to a large number of cases 
of anoxia, requirement of oxygen increased manifold. 
On the request of the State Government, about 160 
filled oxygen cylinders were supplied to the State 
Government in addition to other medical stores to 
tackle the situation. A large number of patients were 


treated in a smal! Intensive Care Unit especially 
established for the people by the Central Medical 
team. 


Disposal of Public Grievances 


14.6. The complaints against Central Government 
hospitals are inquiring by Director (EMR) with a 
view to taking immediate remedial steps. These cases, 
after inquiry are discussed by a high level committee 
called ‘Hospitals Patients’ Complaints Inquiry Com- 
mittee’ in the Directorate General of Health Services 
and a final view is taken, before taking appropriate 
action. During 1984, 49 complaints were received; 
out of which 23 cases pertained to Central Govern- 
ment hospitals. Seventeen cases of Centra] Govern- 
ment hospitals have been investigated and remaining 
6 are under investigation. Other 26 cases pertain to 
All India Institute of Medical Sciences, Lok Nayak 
Jai Prakash Hospital, Hindu Rao Hospital, St. Stephen 
and other private hospitals; out of which 15 have been 
investigated. All these cases are being placed before 
Patients Complaints’ Inquiry Committee for final 
decision. 


APPENDIX ‘A? 


Details of assistance provided by the Dte. General of Health Services!Ministry of Health & F. mily Welfare to the 
Disaster affected states during 1984. 


Tae ae 
— 


SI. State Population affected Medical supplies provided Financial Assistance 
No. on recOmmendation 
of Central Team. 
1 2 3 4 x 
(Rs. in lakhs) 
FLOODS Rs. 
1 Rajasthan Not available 350 drums of bleaching powder was arran- 20°00 
ged, 
2 Nagaland . ; : ; 43,864 No medical supplies were requested by Nil 
State Government. 
3 West Bengal Not available (15 Essential medicines, insecticides and vacci- 120-00 
districts affected) nes were supplied in a large quantity. 
4 Tamil Nadu 43,00,000 No medical supplies was requested by the 17-02 
State Government. 
5 Tripura 20,00,000 Bleaching powder, Halazone tablets & 20°00 
Appx. other essential medicines supplied. 
6 Assam * 56,83,000 Sufficient quantity of Anti-cholera, Vaccine 40-00 
supplied. 
7 Orissa ' 35,11,000 5,00,000 Halazone tablets and 6 lakh ML 5-00 
; Anti-cholera vaccine was supplied. 
8 Andhra Pradesh Not Available No medical supplies requested by the State 0-50 
Government. 
9 Bihar 1,23,00,000 50,00,000 Halazone tablets 9 lakh doses 199 -00 
Anti-cholera vaccine from CRI Kasauli 
and 25,000 ML ACV from IRCS Delhi. 
10 UP.  46,00,900 No medical supplies have been requested 158-73 
| by State Government. 
11. Kerala 21,20,000 No medical supplies were asked for by the 25-00 
State Government. 
12 MP. Not Available No medical supplies have been requested Nil 
by the State Government. 
CYCLONE 
dhra Pradesh 17,70,000 11-50 M. Tons Bleaching powder and other Not yet been 
1! esiniihes ‘i essential medicines worth Rs. 29,250!- — cansidered. 
. have been supplied. 
2 Tamil Nadu 7,00,000 20 M. Tons Bleaching powder and other 


in one distt. 
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essential medicines worth Rs. 10-53 lakhs 
have been supplied, 11 lakh doses of 
Anti-Cholera vaccine have also been 
supplied. 


do. 


1 a 3 4 5 

DROUGHT 

1 Haryana . 10,00,000 No medical supplies requested. Nil 

2 Maharashtra 25,50,000 No medical supplies requested. Nil 

3 Andhra Pradesh 31,72,000 No medical supplies requested 100.00 lakhs 

46,00,000 No medical supplies requested No _ assistance re- 

eee Appx. commended by 
Central Team as 
Rs. 158.73 lakhs 
recommended aga- 
inst floods. 

5 Himachal Psido3h Not available No modical supplies requested, Rs, 7:00 lakhs 

6 Karnataka Not available No medical supplies have been asked for Rs. 0:50 lakhs 

by the State Government. 
HAILSTORM AVALANCHE, ETC. 

1 Himachal Pradesh Not available No medical supplies requested Nil 

2 Sikkim Not available No medical supplies requested. No financial assis- 
tance recommend- 
ed: 

EPIDEMICS 
1 West Bengal Not available Essential medicines, disinfectants etc. Nil 


worth Rs. 35.00 lakhs were supplied by 
the Government of India. 


2 Tripura Do. Essential medicines, disinfectants ete. Nil 
were supplied. 
‘asth Do. Medical Stores worth Rs. 38,884,00 and Nil 
3 Rajasthan 30,000 doses of measels vaccine supplied. 
A Gujarat Do. Essential medicine, disinfectants were Nil 
supplied. 


Hospital Services Consultancy Corporation (India), 
15.1. The Government of India have set up a Com- 
pany in the Public Sector under the Ministry of 
Health and Family Welfare called “Hospital Services 
Consultancy Corporation (India) Limited” with 
of Rs. 50 lakhs divided into 
50,000 equity shares of Rs. 100 each. 


an 
equity ‘invesment 


15.2 The Corporation was incorporated on 30th 
March, 1983 under the Companies Act, 1956. The 
main objectives and functions of the Company are 
as under : 


15.3 The Company would offer consultancy ser- 
vices to various agencies such as Governments of 
developing countries, funding organisations like the 
World Bank, Asian Development Bank, Interna- 
tional agencies like the W.H.O., U.N.D.P., in the 
context of their technical assistance/economic co- 
Operation programmes It will also be the insttu- 
tion through which our bilateral programmes involy- 
ing setting up/expanding hospital facilities in 
neighbouring countries would be implemented. In 
addition, the proposed Corporation will provide 
these services through similar projects within the 
country, such as the proposed Regional Institute of 
Medical Sciences, Shillong, a scheme which Gov- 
ernment have cleared in principle. The require- 


ments of each of the agencies would vary consider- 
ably. 
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15.4 Since its incorporation, the Corporation has 
been awarded the following projects for execution: 


(i) Procurement and supply of equipment to 
Police Hospital, Kathmandu (Nepal); 


(ii) Consultancy work relating to expansion 
of Bir Hospital, Kathmandu (Nepal); 


(iii) Setting up of a pavillion for the Ministry 
of Health and Family Welfare at Pragati 
Maidan for the LI.T.F. November, 1983 


(iv) Designing of a 
FSG. 


100-bed Hospital for 


15.5 During the first year of its operation, i.e. 
1983-84, the Company incurred a nominal loss of 
Rs. 86,566.09. During this period, the Company 
successfully completed the Project dealing with the 
procurement, supply and installation of hospital 
equipment worth about Rs. 26.00 lakhs for the 
Police Hospital, Kathmandu. Several other works 
are in hand. 


15.6 The Company has now been registered as a 
recruiting agency under the Emigration Act, 1983. 


CHAPTER V 


National Health Programmes 


National Malaria Eradication programme 


1.1. Malaria continues to be a major public health 
problem. With the — successful implementation of 
National Malaria Eradication Programme in 1958 the 
incidence came down in 1965 to only one lakh cases, 
and deaths due to malaria were completely elimina- 
ted. Due to various factors, these achievements 
could not be maintained and in 1976 the country re- 
ported 6.46 million cases. 


1.2. Kepeing in view the resurgence of malaria the 
Government of India decided in October, 1976 to 
undertake a Modified Plan of Operation for NMEP 
to control the disease and the same has been imple- 
mented from April, 1977. 


1.3. Since the implementation of the Modified Plan 
of Operation, there has been a gradual downward 
trend in the cases of malaria in the country as is 
evident from the following table:— 


Year 


P. falci- 


Blood Total 

Slides Incidence parum 

examined cases 

(in mil- 

lion) 
1976 . 55:98 6467215 753713 
1977 . 57:01 4740900 461484 
1978 . 60: 46 4144385 548567 
1979 . 61:42 3064697 558423 
1980 . 66:98 2896000 586438 
1981 . 67:30 2679795 583268 
1982 . 65:03 2182303 551057 
1983 (Prov.) 62:20 1932516 549649 
1984* 30:97 908096 189495 
1983** 31:74 768934 


167816 


** Corresponding period 
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1.4. From the above table it will be seen that there 
is reduction in both malaria incidence and P. falcipa- 
rum type of malaria which has been achieved in 1983. 
There is an overall decline of 11.44 per cent and 
0.25 per cent in total cases and P. falciparum cases 
respectively during 1983 over the corresponding peri- 
od of 1982. However, an overall decrease in malaria 
incidence was noticed in the year 1983 by 70.11 per 
cent im comparison to the base year 1976. 


I.5 It is observed from the epidemiological situa- 
tion of malaria in India during the year 1984 that 
there js an increase of 18.10 per cent in the total 
cases over the corresponding period of 1983. Simi- 
Jarly, there is also an increase by 12.90 per cent in 
P. falciparum cases, 


1.6 During the current year, the States the UTs of 
Andhra _ Pradesh, Assam, Gujarat, Haryana, Jammu 
& Kashmir, Kerala, Maharashtra, Meghalaya, Naga- 
land, Punjab, Rajasthan, Tamil Nadu, Tripura Uttar 
Pradesh, West Bengal, Dadra and Nagar Haveli, Goa, 


Pondicherry and DNK project have shown increase 
in incidence. 


1.7. The P. falciparum incidence has also increased 
in States;UTs of Andhia Pradesh, Assam, Gujarat, 
Haryana Himachal Pradesh, Jammu and Kashmir 
Karnataka, © Maharashtra, Meghalaya, Punjab, 
Rajasthan, Tripura, Uttar Pradesh, West Bengal, 
Arunachal Pradesh, Goa, Mizoram and DNK Project 
However, the incidence of falciparum in Goa, 
Himachal] Pradesh and Jammu & Kashmir is negligible, 


Steps to control malaria 


1.8. To contain the transmission of malaria indoor 
residual insecticidal Spray has been carried out in 
areas where Annual Parasite Incidence (API) is 2 


and above (2 cases or above per 1000 population per 


year). Stress has been laid for regular fortnightly 
surveillance in all malarious areag of the country. To 
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deal with vector resistence to insecticides, entomologi- 
cal teams in the zones are engaged to find out alter- 
native solution to the problem. For prompt detec- 
tion and treatment of malaria cases and to prevent 
death due to malaria, a large number of drug distri- 
bution centres and fever treatment depots are func- 
tioning. Surveillance and Spray staff have beenjare 
being augmented as per increase in the mid year 
population. Laboratory services have been decen- 
tralised at the PHC level for prompt examination of 
blood smears and immediate treatment. 


Research 


1.9 Six monitoring teams are working in several 
parts of the country to identify the P. falciparum 
sensitivity to Chloroquine. One team is working to 
undertake testing of alternate drug wherever resis- 
tance to Chloroquine has been detected in the P. 
falciparum strain. In established  P,. Falciparum 
Chloroquine resistance areas the drug regimen has 
been changed and cases are now being treated with 
alternative drug ilke combination of Pyremethamine 
and long acting sulpha. 


People’s Co-operation 


1.10. Under the Modified Plan of Operation, Health 
Education has been made an integral component to 
seek public cooperation. The Village Health Guides 
are already involved fully in the anti-malaria work. 


Training 


1.11 To implement the Modified Plan of Operation, 
training in malariology has got paramount impor- 
tance. The National [Institute of Communicable 
Diseases, Delhi is conducting malariology and malaria 
entomology courses for the officers engaged in anti- 
malaria work in the District and above. In 1984, 
two courses in Malariology and one in malaria ento- 
mology were conducted in which a total of 71 parti- 
cipant received training. 


Budget 


1.12 On the decision of the National Development 
Council during 1979-80, NMEP was made a category 
Il Centrally-sponsored scheme on 50:50 fund sharing 
basis between the States and Central Government. 
The Programme has suffered in some of the States 
due to inadequate provision of matchine chare for 
purchases of insecticide, BHC, vehicles and spray 
pumps, ete. 
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1.13 The Budget provision and estimated expen- 
diture under 50 per cent Central share is given in the 
following table. 


Year Budget Provision (Rs. in lakhs) 
Estimated Expen- 
diture 

1980-81 4450-00 3350: 58 
1981-82 5107: 31 5460: 85 
1982-83 5500: 00 S51 Le14 
1983-84 5900 00* * 6883-33 
1984-85 8400: 00 ~ 


(An additional amount of Rs. 10 crores has been 
provided under grant for meeting the expenditure). 


1.14 Realising the difficulties of the States regar- 
ding procurement of costly insecticide malathion, the 
Government of India has decided to procure and sup- 
ply malathion on 100 per cent basis to the States. 


P, falciparum Containment Programme 


2.1 Due to the spead of P. falciparum incidence, 
a special scheme called P. falciparum Containment 
Programme was launched in October 1972 with the 
assistance of WHO/SIDA which jg still in operation. 


At present, 80 districts are under this Programme 
in various parts of the country covering a population 
of 96 million. 


WHO Assistance 


2.2 Provision of US $ 2,97,000 was made during 
1984 and 1985 under the WHO regular Biannum 
budget for various components of the programme 
which include in materals and equipments as also 
fellowships. 


International Anti-Me@laria Border Coordination Con- 
ferences 


3.1 These conferences between! India and the dorde- 
ring countries. viz., Sri Lanka, Bangladesh, Burma, 
Nepal and Maldives are held periodically to review, 
these conferences to plan strategy for insecticidal 
co-ordinate and discuss malaria problem on — both 
sides of the bordering countries. Deliberations are 
also held in these conferences to plan strategy for 
insecticidal spray operations synchronising in the 
border areas of the concerned countries. 
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3.2 The following International anti-malaria border 
co-ordination conferences were held during 1984. 


3.3 VIL Burma-India-Bangladesh Anti-malaria 
Co-ordination Conference at Rangoon (Burma) from 
9th to 11th May, 1984. 

3.4 XIII Indo-Nepal Antimalaria Co-ordination 
Conference at Lucknow (India) on 28th and 29th 
May, 1984. 

Urban Malaria Scheme 

4.1 Urban Malaria Scheme was initiated in 1971- 
72 under the Directorate of National Malaria Eradica- 
tion Programme. It was planned to include 132 
towns under the ambit of this Scheme by the end of 
6th Five Year Plan. The Ministry of Health, Gov- 
crnment of India, has sanctioned the Scheme for 131 
towns so far, distributed in 17 States and 2 Union 
Territories. The State Governments|UT have imple- 
mented this Scheme in 115 towns till now. Six towns 
out of 131 towns were sanctioned by the Miinstry of 
Health during 1983 for inclusion under the Scheme. 


One more town is yet to be sanctioned under the 

Scheme. The Malaria cases recorded in these urban 

malaria town for the last three years are as follows: — 
1981 2,75,783 
1982 2,39,669 
1983 2.48,029 


4.2 It is evident that there is a marginal increase 
in the malaria incidence in the urban malaria towns 
from where the malaria incidence reports are received. 
Out of 119 towns from where the malaria incidence 
reports were received during 1983, 70 towns (99 per 
cent) showed decrease in the malaria incidence during 
1983 in comparison to that recorded in 1982. Out 
of 16 States and 2 Union Territories, only a few 
States namely Andhra Pradesh, Madhya Pradesh, 
Maharashtra, Rajasthan and West Bengal recorded 
high malaria incidence in the urban malaria towns in 
1983. The towns which showed higher malaria inci- 
dence are Vijayawada (Andhra Pradesh); Ahmeda- 
bad, Rajkot and Anand (Gujarat); Bhiwani (Har- 
aad): Jodhpur (Rajasthan); Salem (Tami Nedu) and 
Calcutta (West Bengal). ‘The high incidence recor: 
ded jn Calcutta is due to the accumulation of water 
owing to deep ditches made for underground railway 
system. Malaria is still a problem in Madras town. 
The total number of malaria cases recorded in Mad- 
ras town for 1983 is 44,817 while it was 44.981 for 
1982. The data for 1984 is under compilation. 


National Filéria Control Programme 


5.1 Filariasis is a major public health problem in 
India. All States except Jammu and isashmir, Har- 
yana, Chandigarh, Himachal Pradesh, Punjab, Delhi, 
Rajasthan, Manipur, Tripura, Nagaland, Arunachal 
Pradesh, Sikkim and the North-eastern region are en- 
demic for filariasis. To control filariasis, the Natio- 
nal Filaria Control Programme was launched in 1955. 


5.2 During 1984 anti-larval activities and anti-para- 
sitic measures were continued in 184 towns by as 
many control units. In addition to these, 12 head- 
quarters units, 27 survey units and 107 filaria clinics 
are functioning. Out of these 4 control units, 1 sur- 
vey unit and 4 filaria clinics were set up in 1984. 


Kala-Azar 


6.1 The Kala-azar unit of NMEP is monitoring the 
Kala-azar situation in India except Bihar. Kala-azar 
in Bihar is being looked after by the National Institute 
of Communicable Diseases, Delhi. This unit is regu- 
larly collecting the Kala-azar report and is keeping a 
close vigil over the situation. The Kala-azar inci- 
dence in India (including Bihar)since 1981 is given 


below:— __ ( 

Years Cases Deaths 

1981 . 14611 42 

1982", 12360 38 

1983 (Prov) 14406 133 

1984 . 9573 51 (as per 
reports received 
upto 17-10-1984) 

6.2. Kala-azar is endemic in the States of Bihar and 


West Bengal which alone account for 90.93 per cent 
and 9.03 per cent of the total cases respectively. The 
States have been requested to spray DDT in the affec- 
ted areas for effective control. A “Brochure on Kala- 
azar” has been developed for the use of health wor- 
kers. At present, there is no separate budget for 
Kala-azar and the insecticides are supplied out of 
NMEP Budget. However, a plan for 100 per cent 
central assistance for Kala-azar contro! submitted by 
NMEFP is under consideration of the Government of 
India. 


National Tuberculosis Programme 


7.1. Tuberculosis countinues to be a major public 
health problem in the country with high morbidity and 


mortaliiy rates. As per the National Sample Survey 
concucted by the Indian Council of Medical Research 
in the years 1955—58 and subsequen: limited surveys 
conducted in diiicrent parts of the country, it is esti- 


mated that nearly 1.5 per cent of the population is’ 


suffering from radiologically active TB disease of the 
lungs oi which about 1/4th or 0.4 per cent are sputum 
positive or infectious. Thus about 10 million persons 
are sutiering from radiologically active TB disease of 
the lungs and out of which about 2.5 million are spu- 
tum positive or infectious, in the country at present. 


7.2, National TB Programme has been in operation 
since 1962 and its primary objective is to provide 
TB case finding and treatment activities on domicil- 
lary basis for TB patient by establishment of an 
equipped and staffed District TB Centre in each of 
the Districts of the country to undertake district-wide 
TB Programme. 359 districts have been pro- 
vided with District TB Centres which are under- 
taking District TB Programme in association with 
the medical and health institutions located in the 
districts. At all such centres, a team of medical and 
paramedical personnel duly trained at National TB 
Institute, Bangalore, is available. In addition, there 
are about 300 TB Clinics functioning in the coun- 
try, which ai2 participating in the National TB Pro- 
gramme. There are about 45,500 beds available in 
the various institutions for the treatment of seriously 
sick TB patients. 


7.3 Seventeen TB Training and Demonstration 
Centres have been established in major States of the 
country to undertake the basic fraining of the para- 
medical personne] required for the programmes for 
conducting re-orientation training courses for the medi- 
cal practitioners, etc. These Centres also provide the 
necessary technical guidance to the developing District 
TB Centre in the respective States. 


7.4 During the Sixth Pian period the schemes of 
establishment of District TB Centres and TB Beds 
have been included in the State Plan Sector. The 
Scheme of supply of Anti-TB drugs|materials & equip- 
ments has been classified as a Centrally Sponsored 
Scheme with 50:50 sharing basis between the Centre 
and the States. The Scheme of supply of Anti-TB 
Drugs to Voluntary body run TB Clinics and supply 
of materials and equipments/Anti-TB Drugs to Union 
Territories is classified as 100 per cent Centrally 
Sponsored Scheme. 
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7.5 The International Agency like Swedish Inter- 
naiional Development Agency (SIDA) continues to 
assist the National TB Programme by Way Of essen- 
lial X-ray equipments with Odelca Cameras and minia- 
lure X-ray films and stock of latest anti-TB drugs like 
Rifampicin and Pyrazinamide. A fresh agreement is 
being entered into with the Swedish International De- 
velopment Agency for continuation of their assistance 
to the National TB Programme for another five yearg 


7.6. The WHO is also actively assisting the Pro- 
gramme. The two premier TB Institutes, namely 
National TB Institute, Bangalore, and TB Research 
Centre, Madras, are provided essential material and 
equipments required to augment the research and 
training activities, fellowships and consultants as per 
the requirements. 


7.7, During 1934-85, to augment the diagnostic and 
treatment activities under the Programme, much larger 
amount of funds have been provided under the Central 
Sector for supply of material and equipments and, anti- 
TB drugs to the State-run TB Centres and TB Clinics 
run by voluntary bodies, Standard anti-TB drugs for 
domiciliary treatment of TB patients to the State-run 
TB centres and to the TB Clinics run by voluntary 
bodies are being continued to be supplied during the 
year and the budget has been considerably augmented. 
Anti-TB drugs worth about Rs. 930 lakhs are expect- 
ed to be supplied to the TB Centres/TB Clinics run by 
States/U.Ts./Voluntary bodies. In addition, X-ray 


equipments, etc., worth about Rs. 120 lakhs as re- 
ceived out of SIDA assistance are expected to be 


supptied during the year. 


7.8. Short course Chemotherapy drug regimen has 
been introduced in eighteen selected districts all over 
the coun'ry on a pilot basis. 


7.9 With the inclusion of Tuberculosis Programme 
in the new 20 Point Progratmme, a thrust has been given 
for the case finding and treatment activities. Targets 
laid for detection of new TB cases for the first time 
during 1982-83 was achieved in full. During 1983-84, 
a target of 12.50 lakhs new’ TB Case detection was 
laid and nearly 12.08 lakh new TB Cases were detec- 
ted giving 96.5 per cent achievement. During 1984- 
85 tostep up case findine activities the fargets of new 
TB Case detection has been increased to 13.75 
lakhs. In addition to involve the Primary Health 
Cenfres actively in the TB Case finding activities, 
targets have also been laid for conduction of 600 
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sputum examinations of new Chest symptomatics per 
year Primary Health Centre since 1983-84. 


7.10 In order to periodically review the perforance 
of the National TB Programme in the various States| 
UTs., a Central Coordination Commitice consisting of 
eminent experts in the field, and participants from the 
States!U.Ts. has been constituted during 1984-85. 


BCG Vaccine Laboratory, Madras 


8 1 B.C.G. Vaccine Laboratory, a subordinate Office 
of the Directorate General of Health Services, was set 
up in 1948 at Guindy, Madras, with the assistance of 
the UNICEF and W.H.O. to produce and supply 
B.C.G. Vaccine and Tuberculin dilutions to all the 
States and Union Territories of India. The supply to 
States|Union Territories are done under the Expanded 
Programme of Immunization and supplies are also 
made to Medicall Institutions and Private Practitioners. 


82 The Laboratory has produced and supplied the 


following biologicals from April to September, 1984-— 


Production Supply 


Ampoulies Doses Ampoules Doses 


—_—. — — 
— ee end ng ES = 


vials vials 
Tn lakhs Inlakhs Inlakhs In lakhs 
Freeze Dried BCG 
Vaccine 20 doses 
per ampoule 4:06 She T'7 3°83 76: 66 
Tuberculin 100 
doses per vial 0-097 9-65 0: 104 10:37 


8.3 The Laboratory is also working as a W.H.O. 
Collaborative Centre for testing BCG Vaccine manu- 
factured by other Laboratories. The Laboratory is 
provided with $ 1,000 towards expenditure of the 
tests by the W.H.O. which is being utilized for pro- 
cuting spares of some imported machineries. 


Reseach and Traiing: 

8.4 The Laboratory conducts production oriented 
vesearch. Attempts are being made to manufacture 
heat-stable BCG Vaccine. One experimental batch was 
manufactured. The preliminary results ware encourag- 
ing. 

8.5 Post-graduate students from Madras University 
doins M.D. in Microbiology are trained by this Labo- 
ratory. 


Future Plan of Action 


86 With a view to meeting the increased demand of 
F.D. BCG Vaccine under the Expanded Programme of 
Immunization during the course of the Seventh Five 
Year Plan, the Expansion of BCG Vaccine Laboratory 
has been envisaged, which is under consideration. 


Sexually Transmitted Diseases Control Programme 


9.1 The §.T.D. Control Programme has been a con- 
tinuing scheme since the Second Five Year Plan and 
has been a Centrally Sponsored Scheme with the 
50: 50 sharing basis till the Fifth Five Year Plan. 
Since the growing dimension of the disease could not 
be checked during the past plan periods it was then de- 
cided to give a new dimension to the scheme by uplift- 
ing the scheme from jts very grass root level so as to 
combat the disease in all aspects. With attention fo- 
cussed on this aspect, the scheme was entirely restruc- 
tured to induct the scheme asa purely Central sector 
scheme with 100 per cent Central assistance during tie 
Sixth Five Year Plan laid importance mainly on teach- 
ing, training and research in the field of S.T.D. and 
with this objective in the forefront the (a) Regional 
teaching-cum-training centres to impart orientation 
ourses to the in-service medical and para-medical per- 
sonnel in the discipline of venereology in its varicus 
aspects viz. cliinical diagnostic therapautic, laboratory 
contro] etc., of S.T.D. have been/are being established 
at Calcutta, Nagpur, Hyderabad in addition to the ex- 
isting teaching and training centres at Institute for 
S.T.D., Madras, Medical College. Madras and STD 
Training and Demonstration Centre, Safdarjang Hos- 
pital, New Delhi (b) Regional S.T.D. Reference Labo- 
ratory to provide (i) orientation courses to the Lab 
Technicians working in the district hospitals|P.H.Cs 
Civil Hospitals/S.T.D. Clincs in the lab. diasnosis of 
S.T.D., (ii) conduct inter-laboratory evaluation of 
V.D.R.L. test which all the District hospital laborato- 
ries would participate in order to set up a uniform 
standard of doing the V.D.R.L. est throughout the 
country and (iti) conduct research orientation work in 
the field of S.T.D.. have beenlare being established at 
Calcutta, Delhi, Hyderabad and Nagpur in addition to 
the existing Central reference Laboratory at the Insti- 
tute for the Study of Venereology, Madras Medical 
College, Madras; and (c) Regicnal Survey-c:m Mobile 
S.T.D. Units to gointo the epidemiological aspect of 
the disease and provide immediate therapy to the pa- 
tients suffering from STD. have been|are being esta- 
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blished at Calcutta, Hyderabad, Madras and Nagpur 
in addition to the existing survey team at N.LC.D. 
Delhi. 


9.2 in addition to this UNIOFE is also assisting the 


programme by supplying equipments viz. e shaker, a 


water bath and a hot air oven to the district hospitals 


laboratories/sub taluka hospitals/PHCs for instituting 


order to bring down the infant mortality and morbidity, 
This test will certainly unearth the hidden forces of 
syphilis and will eventually cause a decline in the dis- 
ease. During the Sixth Plan the UNICEF has so far 
supplied 61 setg of equipments fo the district hospt- 
tals in the States and another 100 centres have already 
been identified for supply of the said equipments by 
UNICEF by the close of the current financial year 


i.c. 1984-85, 
VDRL test in their BER ‘tive hospitals|centies so as 
Achiéverhents 4a ” 
Items ace wns a - ty dm or a LS ee went, peas Kee 
1980-8 | 1981 -82 1982-83 1983-84 -1984- 85 
as on Oct. 84 
(i) Training of MOs s : f : 17 23 26 95 12 
(ii) Training of Para Medical personnal . 38 40 63 50 38 
(iii) Inter-laboratory evaluation of VDRL t 
(no. of Distts) . ; 48 55 §3 36 44 
(iv) Ks3tablishment of VDRL eee 
hospitals/PHCs. 61 100 


Diarrhoeal Diseases Control Programme 
Probiem 


10.1 Diarrhoeal Disease constitute one of the major 
cause Of morbidity and mortality specially jn children 
below 5 years of age. Multiplicity of the organisms, 
drug 1esistance, low environmental] sanitation, lack of 
adequate pe rsonal hygient, lack of safe water supply 
add to the problem. Except cholera, the other diar- 
rhoeal diseases are not notifiable in the country and 
&s such it is difficult to estimate the exact nature of 
the pre’ylem in terms of morbidity and mortality based 
On available information. 

10.2 During 1984, outbreaks of dysentery due to 

Shigella were reported from Wes; Bengal, Tripura, 
Assam and Orissa, 
10.3. Government of India has formulated a National 
plan of action to control diarrhoeal diseases under 
Primary Health Care. The following activities have 
been undertaken during the current year:— 


Supply of O.R.S. 


10.4 Under the Village Health Guides’ Scheme, 
every Health Guide (more than 3 lakhs) is suplicdwith 
60 packiets of Oral Rehydration Salts through the com- 
posite drug kits. These are being utilised at the com- 
munity level to contro] dehydration in diarrhoea Cases. 


(anticipated) 


Heaith Education — 


10.5 A hand book Diarrhoea containing all rele- 
vant informations on diarrhoea and its preventive and 
conirol measures ig under publication, A total of 11 
lakh booklets will be printed all over the country for 
use by mothers community members, school teachers, 
village health guides etc. 


Training Prog:amme : 


10.6 With additional inputs provided by WHO, the 
foilowing training programmes have been conducted: 
Yraining in Laboratory diagnosis—held at NICED, 
Ca:cutta from Ist to 10th May. Participants in the 
course were drawn mainly from medical colleges and 
hospitals and district|Public Health Laboratories. 


Cinical Management Course: 


10.7 Paediatricians from New Delhi, Bangalore, 
Jhansi, etc., were trained with 2nd to 11th July, 1984 
ar NICED, Calcutta on management of acute  dir- 
thoeal diseases. 


Supervisory Skill Training Course: 

10.8 The first course of supervisory skill training for 
district leve] officers for various states was organised 
from 27th August, 1984 to 2nd September, 1984 at 


NICED, Calcutta. The second course on the same 
was arranged at NICD, Dethi from 19th to 24th Nov- 
embei, 1984. 


National Seminar on O.R.T. 


10.9 In collaboration with the State Governments, 53 
National Seminars on O.R.T. have been held so far. 


Orientation of Private Practitioners 


10.10 In association with Indian Medical Associa- 
tion, Orientation courses for private practitioners on 
O.R.T. have been planned for the year. Six courses 
have been held so far at Rohtak, Dehradun, Calcutta, 
Jabalpur, Nagarcoil and Palghat. 


Training for State level Programme Officers 


10.11 A; training programme for the State level offi- 
cerg dealing with diarrhoeal diseases was arranged from 
10th to 19th December, 1984. 


Review of the Programme 


10.12 A review of the diarrhoeal diseases programme 
being implemented by the States and Union Territories 
Was made in programme officers meeting held at Cal- 
cutta between 21st and 22nd April, 1984, 


Surveillance 


_ 10.13 400 Primary Health Centres (one from each 
district) have been identified Sentinal Centres for  re- 
porting on morbidity and mortality due to diarrhoeal 
diseases in children. 


10.14 A detailed survey on morbidity and mortality 
due to diarrhoeal diseases among children below 5 
years has been planned as under: — 

A. Urban Areas—-Delhi, Calcutta, Bombay, 
Madras and Hyderabad. 

B. Rural Areas—Himachal Pradesh—Kangra 
Tamil Nadu—Coimbatore 
Andhra Pradesh—Nizamabad 
Maripur—Central district 


Uttar Pradesh—-—Selected 
rural districts. 


10.15 Ist survey was carried out in November, 1984. 
Tt will be followed by a repeat survey in the summer 
month. Other areas will be covered in a phased man- 
ner, 


4 


34 


National Goitre Contro] Programme 


11.1 Enlargement of thyroid gland is known as Goi- 
tre. Goitre is said to be endemic when this condition 
affects a significant number of people living in any 
circumscribed areas. From the public health point of 
view, it has been suggested that endemic goitre can be 
defined ag prevalence of 10 per cent or more among 
the population. 


11.2 Goitre is primarily caused due to environmental 
idoine deficiency. Apart from disfiguring swelling in 
the neck endemic goitre may cause respiratory difficul- 
ties. The most serious health consequences of endemic 
goitre are the high incidence of endemic 
deaf-mutism and mental retardation. 


cretinism, 


11.3 In order to control the problem of goitre in the 
country the National Goitre Control Programme was 
launched by the Government of India towards the end 
of 2nd Five Year Plan with the following objectives: 


1. Identification of the goitre endemic regions. 


i) 


To supply idoized salt in place of ordinary 
common Sait to the goitre endemic areas. 


3. To assess the impact of goitre control mea- 
sures over a period of time. 


11.4 Activities/performance: For the identification of 
goitre endemic regions two survey teams have been 
established in the Directorate General of Health Servi- 
ces. These teams have completed. surveys in various 
parts of the country (Annexure I). 


11.5 The findings of the surveys conducted by them 
have revealed that nearly 40 million people are suffer- 
ing from varying degrees of goitre and an estimated 
number of 140 million people are living in the known 
hyper goitre endemic areas, Further goitre problem 
has been found to be equally alarming ip, areas which 
were not known to be goitre prone earlier. Rather 
these results suggest that no region in the country can 
bz considered completely free from goitre. 


11.6 Ir order to control the problem. of goife, the 
Ministry o Health is supplying idoized salt to the 
population living in the goitre endemic areas under 
‘the Natior.al Goitre Centro! Programme. The Minis- 
try of Healtn also provides subsidy for extra cost of 
idoization of salt in order to avoid any financial bur- 
den on the consumers, 
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11.7 Twelve Iodization plants are working under the 
Management of the Hindustan Salts Limited and Salt 
Commissioner, Government of India for the production 
of Iodized salt with the following units: 


Sambhar Salts Ltd., Sambhar Lake 5 Plants 
Hindustan Salts Ltd., Kharaghoda 3 Plants 
Govt. Salt Golhas, Howrah 4 Plants 


11.8 The two iodization plants installed at Gauhati 
have not yet commissioned. These plants have now 
been handed over by the Salt Commissioner to the 
Government of Assam. 


11:9 The existing 12 iodization plants in the public 
Sector produce on an average iess than 2.00 lakh M.T. 
of iodized salt per annum against the total annual re- 
quirement of 8—1i0 lakh M.T. even though the an- 
nual production capacity is 3.76 lakh M.T. Actual pro- 
duction of iodized salt during the last 5 years is given 
below: — 


1978 1979 1920 
1.06,,1..20. 1629 


1981 1982 1983 1984 

129 125. i s0..1.40 (Anticipated) 
11.10 Keeping in view the very fact that the public 

sector is not in a position to meet the requirement 

of iodised salt for the goitre endemia areas, the Minis- 

Ty of Health and Family Welfare have decided to libe- 

ralise, the production of iodiged salt in the Private Sec- 

{or in addition to the Public Sector, 

Achievements 


(a) Surveys:—Surveys were conducted in Ernaku- 
lam: district of Kerala, Buldhana district of Maha- 
rashtra and Pauri Garhwal Of Pttar Pradesh, 


(b) Production and Distribution of Lodized salt:— 


1.18 lakh M. T. of iodised salt was produced at the 
various iodization units and 1.6 lakh MT of jodized 
salt was supplied to the goitre endemic areas of the 
States of Himachal Pradesh, Jammu and Kashmir, Pun- 
Jab, Haryana, Madhya Pradesh, Uttar Pradesh, Guja- 
rat, Maharashtra, Bihar, West Bengal, Manipur, 
Nagaland, Sikkim and Union Territories of Delhi, 
Chardigarh, Arunachal Pradesh. 


(c) During the period under report, supplies of 
iodized salt have been introduced in 4 
Madhya Pradesh viz. Snahdol, Sarguja, Raigarh & 
Sidhi. Partial supplies have been introduced in Sikkim 
and Union Territory of Mizoram. Supplies of iodized 
Salt to 4 more districts of Uttar Pradesh, 2 districts of 


Districts of 


Maharashtra, I district each of Gujarat and Kerala 
are to commence very shortly, 


(d) The working group constituted for the puzpese 
of advising the Govt. of India On Iodization of entire 
edible salt in the country by 1990 has submitted the 
draft report. 


(€) Production of iodised salt by Private Manu- 
facturerg has started picking up, 


Meetings 


11.11 In order to Periodically review the progress 
made under the National Goitre Control Programme, 
three quarterly review meetings of the Goitre Control 
Committee were held undre the Chairmanship of Ad- 
ditional Secretary, Ministry of Health & Family Wei- 
fare. The meetings were attended by the representa- 
tives of the Ministries of Health, Industry, Railways, 
Food & Civil Supplies, Social Welfare, Salt Commis- 
sioner’s Oifice, Unicef, State Governments of Jammu 
& Kashmir, Himachal Pradesh etc. 

11.12 The major Tfecommendations of the Commit- 
tee are given below:— 


I. Since the problem of goitre is wide-spread in 
the country, the entire edible salt should be 
iodised by 1990 to tackle the problem ur- 
gently. 


2. The State Governments should set up Goitre 
Control Cells in their State Health Direc- 
torates for effective implementation of Na- 
tional Goitre Control Programme. 


3. In order to ensure regular supplies of iodised 
salt, the concerned state Governments should 
Set up a Single agency for procurement and 
distribution of iodised Salt in their endemic 
areas, 


4. The Directorate General of Health Services 
should bring out a quarterly news bulletin 
On goitre for information of all concerned. 


5. Constitution of a working group to go jnto 
various aspects of iodization of entire edi- 
ble salt in the country viz. Production 
centres, Technology of Iodization, participa- 
tion of private sector. subsidy and quality 
etc, 
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Publications 


11.13 A quarterly news letter giving updated in- 
formation of ali the major/important activities of the 
National Goiire Control Programme has been brought 
out in April, July & October, 1984. The State Govern- 
ments/conecrned agencies have found it very useful. 


National Leprosy Eradication Programme 


12.1 Leprosy is One of the major health and socio- 
economic problems in the country. It is a chronic in- 
fectious disease and spreads mainly by close contacts 
with infected patients. However, drop-let infection is 
also considered responsible as a mode of spread of the 
disease. The disease is associated with crippling defor- 
mities and destitution, if not treated in time. 


12.2 The Government of India launched the Na- 
tional Leprosy Contro] Programme in the year 1954- 
1955 in close collaboration with the State Govern- 
ments to contro] the spread of the disease and render 
modern treatment facilities to leprosy patients, The 
programme jnitially functioned as a Centrally aided 
one, and from 1969-70 it is functioning as a 100 per 
cent Centrally sponsored scheme except during the 
period of 1979-80 to 1980-81 when the financial res- 
ponsibility was shared with the State Governments on 
50:50 basis. The programme is implemented through 
the establishment of Leprosy Control Units, Urban 
Leprosy Centres, Survey Education & Treament Cen- 
tres. Temporary Hospitalisation Wards Reconstruc- 
tive Surgery Units and Districts Leprosy Officer Units 
etc, by tne State Governments/Union Territories. 


12.3 According to the 1981 census, about 400 mil- 
lion population in 31 State & Union Territories is liv- 
ing in the hyper endemic zones of Leprosy. Projected 
on the basis of 1981 census population, about 4 mil- 
lion people are estimated to be suffering trom leprosy 
in the country at an average prevalence rate of 5.77 
per 1000 population, Out of this estimated total num- 
ber, about 3.19 million cases have been, detected and 
2.96 million cases have been brought under treatment 
till October, 84. This number is not constant each 
year ag about 3-4 lakhs new cases are detected and 
about 2 lakhs cases are discharged annually as cured, 
disease arrested, died, left etc. As per assessment of 
I.C.M.R. and some voluntary organisations, there has 
been reduction of the disease in some contro] areas 


while there has not been noticeable reduction in many 
other areas. 


12.4 At the Central level, the leprosy cell of the 
Directorate Genera] of Health Services is responsibie 
for planning, supervision and monitoring the program- 
me. The cell is under the control of the Assistant Di- 
rector General (leprosy), who advises the Govern- 
ment on all anti-leprosy activities in the country, He 
is under the overal{ supervision of the Directoy Gene- 
ral of Health Services and Ministry of Health and 
Family Welfare, Government of India. 


12.5 At the State level, the State Leprosy Officers 
are responsible for organisation, supervision, guidance 
and monitoring of all anti-leprosy activities. At the 
district level, the District Leprosy Officer is responsi- 
ble for the implementation and supervision of the Pro- 
gramme. 


12.6 At the peripheral level, the Medical Officer in- 
Charge of the Leprosy Control Units/Centres and the 
Medica} Officer in the Primary Health Centres to which 
a Surgery, Education and treatment Centre is attached, 
are responsible for the implementation of the program- 
me. 


12.7 During the current Sixth Five Year Plan per- 
iod, the objective of the programme will be to achieve 
a 50 per cent reduction in existing (i) prevalence rate 
(ii) infection rate and (iii) deformities rate. Towards 
achievement of these objectives, the 6th Pian envisa- 
ges provision for (i) total coverage of all the endemic 
areas so that no leprosy patient remains (i) undetec- 
ted, untreated and uncured and (ii) early detection 
and regular treatment of all leprosy patients. 


12.8 Accordingly, in addition to the augmentation 
of the 5th Plan Scheme, upgradation of old centres 
severa] new schemes have also been proposed during 
the current 6th Plan Scheme. The new schemes are 
(i) establishment of more Regional Leprosy Training 
Cum-Referral Institutes to impart training to medical 
and non-medical personnel engaged in leprosy control 
work (ii) establishment of leprosy rehabilitation pro- 
motion units in the country for referral treatment, and 
(iii) establishment of epidemiological surveillance 
teams and sample survey cum-assessment units for 
studying the epidemiological situation and defining the 


magnitude of the problem te assessing the impact of 
the Control programme and the introduction of inten- 
sified field trials with the multi-drug regimen in hyper- 
endemic districts to convert infectious patients into 
non-infectious within a short period so that the chan- 
ces of the infection in the community are successfully 


ay 


Year Plan outlay of Rs, 4000 lakhs Rs. 1500 lakhs 
have been allocated for the year 1984-85, 


(A) physical Achievement 


till the end of October 84 is as under: 


Million 

1. Total populration covered till October, 84 351.00 
2. New cases detected during 84-85 till 

October ; ; : < ; O.2t7 
3. Progressive total of cases detected til] Oct., 

84 : ; : P ; 3.19 
4, New cases registered for treatment duri er 

the year till October, 1984 : 0. 204 


12.9. Since the inceptio gts: amir 
interrupted and controlled, Out of the total 6th Five following sonra ie ee ea a 
SL. Components 1984-85 Achievement 
No. till October 
T A 
1 Leprosy Control Units . {1 3 398 
2 Survey, Education & Treatment Centres 20 6985 
3. Urban Leprosy Centres . 6 2 661 
4 Temporary Hospitalisation Wards . 15 2 250 
5 Reconstructive Surgery Units . 75 
6 Upgradation of Leprosy Control Units 165 
7 j Urban Leprosy Centres , 52 
8 vg District Leprosy Units 76 
9 7 Leprosy Training Centres 21 
10 Non-Medical Supervisors 20 10 1157 
11 Leprosy Training Centres 42 
12 District Leprosy Units 45 7 178 
13. Leprosy Rehabilitation Promotion Units 8 
(Sanctioned) 
14 Maintenance of Voluntary Leprosy Beds 18275 1159 4850 
15 Sample Survey-cum-Asssessment Unit 5 
16 Total number of Leprosy Reds 32480 
17 Voluntary Organisations 4? 
(B) Field Achievement 5. Progressive total of cases registered for treat- 
ment till October, 1984 ; : 2.99 
[2.10 With the help of the above mentioned physi- 6 Cases discharged during 1984-85 till October 0°13 
cal infrastructure the objective achievement positicn 7. Total casos discharged till October, 84 1:69 


(C) Research 

12.11. Reserch on the various aspects of leprosy 
is being conducted by several institutions in the Gov- 
crnment Sector on the recommendation of the 
L.C.M.R. The Central JALMA Institute for Leprosy 
at Agra, U.P., CLTRI, Chingleput, Cancer Research 
centte Bombay, A.I.1.M.S.. New Delhi, School of 
Tropical Medicines. Calcutta are carrying out various 
researches on leprosy including development of 4 suit- 
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able vaccine against leprosy. A number of voluntary 
organisations are also ag: out specified items of 
research, The W.H.O. providing appropriate 
financial assistance Lae “ie Tropical Disease Re- 
search $. Fund to certain Institutes engaged in the 
research in the country. 


(D) Other Aspects 

12.12. Intensifled leprosy control — projectwith 
multidrug regimen has completed its 3 years on 2nd 
October, 84 in the districts of Wardha and the M.D. 
R.P. in the district of Purulia will be completing its 
3 years in Feb., 85. In the first phase, six districts were 
covered under the M.D.R.P. and six more have been 
taken under the programme during the current year, 
i.e., 1984-85. All the 98 hyper-endemic districts 
having a prevalance rate of 10 per 1000 and above are 
planned to be undertaken under the MDRP as the 
Programme has shown very good results in the areas 
where it has been started. The project is’ being 
assisted by the Swedish International Development 
Agency towards supply of anti-leprotic drugs 1.¢. 
Rifampiein and Clofazimine capsules and metting the 
operational cost. The object of this scheme is to de- 
tect all infectious cases in the districts and treat them 
with the combination of anti-leprotic drugs namely 
Dapsone, Rifampicin and Clofazimine capsules with 
a view to rendering them non-infectious within, a short 
time so that risk of development of drug resistance is 
minimised and the chances of transmission of the 
disease in the community are effectively reduced. 


12.13. The bill introduced in the Parliament to re- 
peal the Leper Aci, 1898 to create a favourable cli- 
mate for removal of the age-old social stigma of lep- 
rosy and to obtain cooperation of patients and public, 
has been passed by the two houses of Parliament. The 
same has been sent to all the States!U.Ts. for the simi- 
lar action and two States viz. Tamil Nadu and Maha- 
rashtra have alreacy repealed the Act. 

12.14 The National Leprosy Eradication Board con- 
stituted on the recommendation of the Working 
Group headed by the then member Planning Commis- 
sion Dr, M. S. Swaminathan has held its three meetings 
so far. 

12.15 Medical and Technical personnels are being 
given enhanced stipends from Rs. 45Q|- p.m. to Rs. 
8Q0!- p.m to doctors and from Rs.250]- Dp. m. to Rs. 
620|- p.m, respectively for training in tenrosy. 


12.16. Govt, of India have revised the rates of (1) 
grants to voluntary Training Centres (ii) ‘POL. “for 


vehicles supplied under the NLEB (iii) Construction 
of leprosy training centres, [Leprosy Rehabilitation 
promotion units. 


12.17. The following quantum of  anti-leprotic 
drugs have been supplied to the various States U., Ts 
during the year 184-85 till November: 


1. D.D.S. Tablets-13.07 ton (includes 5 ton 
from German Leprosy Relief Association) . 


2. (a)Clofazimine (100 mg) capsules-2.50 lacs 


capsules 
(b) Clofaziminc (50 mg) capsules-20.00 
lacs capsules 

(c) 3 lacs Ciofazimine capsules fiom the 


Leprosy Mission. 


12.18. In addition to above 10 lacs Rifampicin 
(300 mg) capsules and 32 lacs Clofazimine (100 mg 
capsules are exected to be received from WHO soon. 


(d) SIDA has been requested to supply 40 lacs 
Rifampicin 300 mg capsules and 80.00 lacs 
Clofazin.ine (106 mg) Capsules for MDRP 
districts. 


(e) 17.50 lacs Clofazimine (100 mg) capsules 
and 7.56 lacs Rifampicin (300 mg g) Cap- 
sules are expected to be received soon for 
MDRP use. 


(f) One ton DDS receied from Italian Leprosy 
Association and six ton DDS received from 
Danion Foundation are under release. 


Mental Health Programme 


13.1. Important work is being done in the field of 
Mental Hospital by the Central Institute of Psychiatry 
at Ranchi and the National Institute of Mental Health 
and Neuro Sciences, Bangalore. ‘The Government of 
India have also been keen that the Indian Lunacy 
Act. 1912 should be replaced by a more comprehen- 
sive snactinent covering the latest concepts on the 
scientific treatment of the mentally ill in the Country. 
For having this replicement, the Government intro- 
duced a comprehensive legislation on the subject in 
the Raiya Sabha in December, 1981 viz. the Mental 
Health Bili, 1981 The Bill was referred to the Joint 
Select Committee of Parliament and is receiving their 
attention, This Bill amis ‘at consolidating and 
amending the proscat law relating to treatment and 


care ef mentary if} and to make better provision with 


Tespect to their properties and affairs and other 
matters connected therewith and incidental thereto 
This Bill would replace the existing Indian Lunacy 
Act, 1912 which is out-moded at the concepts of 
mental illness and the mentally ill have since been 
changed. 


13.2 The broad features of the Bill are:— 


(1) To provide reguiations for admission to men- 

tal Lespisals of such mentally ill persons 

who do not have sufficient understanding 

to seek treatment on a voluntary basis, and 

to protect the rights of such persons while 
being detained. 


(ii) To protect society from presence of men- 
tally ill persons who have become or might 
become a danger or nuisance to others. 


(iii) To protect citizens from being detained in 
mental hospitals without sufficient cause. 


(iv) To regulate responsibility for maintenance 
charges of mentally ill persons who are ad- 
matter to mental hospitals. 


(v) To provide facilities for establishing guar- 

dianship or custody of mentally ill persons 

who are incapable of managing their own 
affairs. 


(vi) To regulate the powers of the State Gov- 

ernments for establishing, licensing and 

controlling mantal hospitals and similar 
institutions for mentally ill persons; and 


(vii) To provide for legal aid to mentally ill per- 
sons at State Exnense in certain cases. 


National Programme for Control Blindness. 


14.1 The National Programme for Control of Blind- 
ness has been included in the ‘New 20-Point Pro- 
gramme’. The object of the programme is to make 
a significant reduction in the incidence of blindness 
from the present level of 1.4 per cent to 0.3 per cent 
by 1999. The Programme envisages the develop- 
ment of various services at peripheral, intermediate 
and central levels. The peripheral sector includes 
development of mobile units to provide immediate 
relief to the community in remote villages and 
strengthening of eye care services at primary levels. 
The Central Sector includes upgradation of medical 
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colleges, Reghonal Institutes and National Institute 
mainly responsible for training of personnel and re- 
search on eye problems besides providing specialised 
eye-care service. 


14.2 100 per cent Central Assistance is Offered to 
State Govt./U.Ts, for procurement of materia] and 
equipment and also for meeting recurring expendi- 
ture On maintenance and operation of these Services, 


14.3 Cataract cases constitute 55 per cent of the 
total blindness in the country. Emphasis is being laid 
on performance of as Many cataract operations as pos- 
sible both through Governmental and non-Govern- 
mental Institutions including Voluntary Organisa- 
tions. Ty 


14.4 The present position of development of vari- 
ous services is given below:—— 


a 


Services Targets | Achieve- Target 
upto ment 1984-85 
VIth upto 
Plan 1983-84 


a a 


1 Mobile Units ‘ . 80 80 _ 
2 Primary Health Centres . 2000 1660 340 
3. District Hospitals . : 400 360 40 
4 Medical Colleges . , 60 5] 9 
5 Regional Institutes . ; 10 5 5 
6 Training Schools for 

Opthalmic Assistants . 37 35 2 
7 District Mobile Units. 30 == 30 
8 Eye Banks . ; 30 Soa 30 
9 Ophthalmic Cells. ; 18 — 18 


A eR Ra a I a a SF. SAR SSIES Cetra k ACN tt a arms taintsoneeesnsartiagntemattn soda ub ary 


ane pe ey —— — 


14.5 Under the Programme, financial assistance is 
offered to Social/Voluntary Organisations for holding 
eye camps in rural and urban areas upto the popula- 
tion of 1 lakh, Financial assistance is being given @ 
Rs, 60/- per intra-ocular operation performed within 
a ceiling of Rs. 12,000/- per eye camp. In order to 
enhance the participation of voluntary organisations 
in eye relief work, the procedure of disbursement of 
finincial assistance has been decentralised w.e.f. 1-9- 
1982. The metropolitan slums and Panchayat bodies 
have also been covered under this scheme. 


14.6 Community eye health education is an impor- 
tant part of the programme as a built-in Component et 
all Ievels of implementation. The programme pro- 


vides for different activities involving mass media 
and interpersonnal channels of communication. Suffi- 
cient funds are provided every year to produce lite- 
rature on eye care and develop other eye health 
education activities. 


14.7 One of the most important factors responsibie 
for blindness is the loss of vision by cataract, Cataract 
is curable through surgery. Efforts are being mobilised 
through Government and voluntary sectors to maximise 
the number of cataract operations, The performance 
has shown significant increase ever since the pro- 
gramme forms a part of the 20-Point Programme. 
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The performance on this front from various States 
during the last three years, is as indicated below:— 


Years Performance (in 
lakhs) 
“1981282. 2 woe sa scx cutee Mia 
1982-83 8:05 
1983-84 10:67 
1984-85 


2.04 (April 
to October 84) 


14.8 The season for cataract operations traditional- 
ly commences from November onwards. 


CHAPTER yj 


Prevention of Adulteration of Food aid Drugs 


Prevention of Food Adulteration 


1.1 Lhe Prevention of Food Adulteration Act 1954, 
Was first enacted in 1954, with the objective of supply- 
ing pure and wholesome food to the consumers and 
uso lo prevent fraud or deception, The Act came inio 
iorce in the year 1955. On the basis of experience 
gained irom time to time, ihe Act was umended twice 
once in 1964, providing powers to Centra] Govera 
ment tO appoint its Own food inspectors and Public 
Analysis for the enforcement of the PFA Act by Cen- 
tral Government for better and effective implementa- 
tion where the States slacked due to various reaSons, 
and again ip 1976, with the objective of pluggiag the 
loophoies and making the punishments more siringent. 
The Aci in its present form defines, “Food”, ‘Adul- 
terant”, ‘‘Adulterated”, and “misbranded”. Various 
functionaries like Food (Health) Authority, Public 
Analyst and Food Inspector, have also been defined 
under the Act. The Act outlines the details of pro- 
cedure of tampling to be followed by Food Inspec- 
tors while taking samples of food from vendors. 
Sale of any adulterated and misbranded article of 
food is an offence punishable with minimum im- 
prisonmert of 6 months and with fine which shail 
not be jess than Rs. 1,000/-. Where the adultera- 
ted ‘ood stuff may cause death or grievous hurt, the 
oilence ig punishable with imprisonment which may 
extend to term of life and with fine which shall not 
be less than Rs. 5,000/-. 


1.2 The Act is enforced by the State Government 
and Local Bodies in their respective jurisdiction, 
However, the State of Andhra Pradesn, Gujarat, 
Madhya Pradesh, Maharashtra, Sikkim, Tamil Nadu, 
Delhi, have taken up the responsibility of implemen- 
tation of the Act at their level by establishing a sepa- 
rate Food & Drugs Administration/Directorate/or 
Wing. The Central Government, on the other hand, 
is responsible for coordination, guidance and super- 


vision and thus ultimately 
ciieclive implementation of the 
country, 


nesponsible for overail 
provision in the 


Amendment io Ko6d Standards and in¢guiation 


1.3 The prevention of Food Adulteration Rules 
covering tie standards of various items of food 
Teguiathig use of addictive, presence of contaminants 
cic., are amended irom time to time on the recom- 
mendations of Central Committee for Food Stan- 
dards, which is a staiuory committee, constituted 
by the Central Government, under the provisions of 
the Act to advise the Ceniral and the State Govern- 
ments, On matters arising out of the implementation 
of the Act. The Committee had met 31 times. The 
last meetnig of the CCES was held on 24-25th 
August, 184 at Ahmedabad. 
iraining 

1.4 Qualifications of Food inspectors and Public 
Analysts have been laid down under PFA Rules 1955. 
in order to keep the knowledge of all functionaries 
at all time up-to-date in service training courses for 
Food Inspectors, Analysis and Senior Officers of ithe 
States are organised with the objective of achieving 
uniform implementation in food laws. The PFA 
Cell in the Directorate General of Health Services 
regularly conducts such training programme in colla- 
boration with Various institutions, 


Food Coniamination Monitoring Programme 


1.5 The Food Contamination Monitoring Program- 
me which was in operation ip cooperation with FAO 
and Nine National Laboratories since 179, termina- 
ted on completion in December 1984. The survey has 
been in operation for estimating the presence of pestict- 
des, toxic metals and all toxins occuiring in commonly 
used food articles. 
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W.H.O. Fellowship and International — Participation 


2.1 The 4th meeting of Coordinating Committee 
for Asia was held at Patchburi, Thailand from 28th 
February to Sth March 1984, to discuss the interests 
of the countries in the region in area of international 
food standards and acceptance of Codex Standards. 
The country was represented by a two member team 
from Directorate General of Health Services/Ministry 
of Health. The Indian deligation also included re- 
ptesentative from the Department of Food. 


Visits of Consultants nad Fellows 


3.1 Tht Directorate General of Health Services 
in the Ministry of Health and Family Welfare organi- 
sed a visit of the FAO consultant which visited India 
in October 1984, to study the current situation and 
capabilities of various countries of the Asian region 
for manufacture and distribution of infant formulae 
and weaning foods with special reference to prepara- 
tions baszd on locally available raw materials. 


Education & Publicity 


4.1. As only legislation may not be able to curb 
menace of food adulteration until and unless the 
consumers and traders are made aware of their res- 
ponsibilities in the implementation of PFA Laws, the 
Central Government advises the State Governments 
from time to time to undertake educational program- 
me through seminars, exhibitions and talks and 
through use of other mass media to create an aware- 
ness among the consumers and traders and also to 
make them familiar with the provisions of the Act 
and Rules. Some pamphlets on Food Adulteration 
have been published by the Central Government for 
the purpose of educating the consumers. The Central 
Health Education Bureau is bringing out pamphlets 
on food hygiene and documentary films on program- 
me of food adulteration. In addition, cinema slides on 
programme of food adulteration are also proposed to 
be brought out for mass education. 


Central Food Laboratories 


5.1. A Central Food Laboratory is an appellate 
laboratory under the PFA Act whose report is consi- 
dered to be final. At present, there are four Central 
Food Laboratories functioning under the provisions 
of the PFA Act. Two Laboratories, namely Central 
Food Laboratory, Calcutta and Food. Research and 
Standardisation Laboratory, Ghaziabad are under the 


administrative control of D.G.H.S. while the Central 
Food Laboratory, Mysore and Central Food Labota- 
tory, Pune are under the administrative control of 
C.S.LR. and State of Maharashtra, respectively, in 
addition to legal samples, these laboratories also un- 
dertake research and investigational work relating to 
problem of analysis and standardisation of Food arti- 
cles. The Central Food Laboratory, Pune and Mysore 
are provided an annual grant of Rs. 3.00 lakhs for 
undertaking the responsibilities of appellate work. 


5.2. The number of samples of food articles ana- 
lysed and found adulterated during the last five years 
are as follows:— 


Year No. of No. of Percent- 
samples samples age of 
analysed found adulte- 

adulte- ration 
rated 

1978 . j HLS ZI9TS 24,682 18-4 

1979 . . 1,32,003 19,520 14-8 

1980 . . 1,29,698 17,847 13-8 

1981 . $51233;242 19,050 14-2 

1982 . . 1,29;593 3 i 16,765 12.9 


a re 


Drugs Standard Control 


6.1, The quality of drugs imported into, manufac- 
tured, sold nad distributed in the country is regulated 
under the provisions of the Drugs & Cosmetics Act, 
1940 as amended from time to time. The Central 
Drugs Standard Control Organisation is responsible 
alongwith the State Drug Control Organisation for 
enforcing tht provisions of this Act and functions in 
the Directorate General of Health Services under the 
Drugs Controller (India). The main functions — of 
this Organisation are:—- 


1. To control the quality of imported drugs, 


2. To coordinate the activities of the States 
and advise them on matters relating to 
uniform administration of the Act in the 
country. 


3. To lay down the regulatory measures and 
standards of drugs, 


4. To grant approval to ‘New Drugs’ proposled 
to be imported into or manufactured in the 
country. 
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6.2. The salient activitits of the Central Drugs 
Standard Control Organisation for the period April 
to October, 1984 are set out below.- The statistical 
information given also relates to this period. 


Quality Control over imporied drugs 


7.1. Control over quality of imported drugs conti- 
nued to be exercised by the offices of the organisation 


located at Bombay, Calcutta, Madras, Cochin and 
Dethi. es} 

7.2. During the period April to October 1984 bulk 
drugs, drugs intermediates and chemicals and solvents, 
cic., required for the manufacture of drugs valued at 
Rs. 113.25 crores were imported into the country. 
1298 samples of drugs are sent for test out of which 
48 samples were found to be not of standard quality. 
In respect of consignments of drugs which were found 
to be not of standard quality and where the defect 
noticed is not remediable, the Customs Authorities 
have been advised to take action to either re-export 
the drug to the country of origin or cause them to 
be destroyed. In cases, where the defects are reme- 
diable reconditioning of the drug is allowed. 


Co-ordination and liaison with the States 


8.1. The Central Drugs Standard Control Organi- 
Sation has established four zonal offices at Bombay, 
Calcutta, Madras and Ghaziabad for co-ordinating 
the activities of drug Controllers of the States com- 
prising the respective Zones and ensuring uniform 
Standards of inspection of manufacturing premises. 
The total sanctioned strength of Drug Inspectors in- 
cluding Senior Drug Inspectors in the Zonal offices 
is 34 of which 25 are in position. 367 manufacturing 
firms were inspected either jointly with the State Drug 
Control Authorities or independently by the Central 
Drug Inspectors to check the conditions of manufac- 
ture and quality control measures exercised and the 
deficiencies obslerved were brought to the notice of 
the concerned authorities, 


Approval of New Drugs 


9.1 Under the provisions of the Drugs and Cosme- 
tics Act and Rules, the Drugs Controller (India) is 
the approving authority in respect of New Drugs pro- 
posed to be imported or manufactured in the country 
and only such drugs which are considered safe and 
cflicacious are permitted to be marketed. 


9.2. During the period April to October 1984, 
25 applications were received for grant of permission 
to import New Drugs under Rule 30-A of the Drugs 
and Cosmetics Rules and under Rules 69-B and 75- 
B, 16 applications to manufacture New Drugs and 
their preparations were received. Permission to 
manuiacture 6 New Drug formulations was granted 
under Rules 69B|75B of the Drugs and Cosmetics 
Kules. 


Central Drugs Laboratory, Calcutta 


10.1. The Central Drugs Laboratory, Calcutta is 
the statutory laboratory under the Drugs and Cosme- 
tics Act for the testing of drugs. The main functions 
of this laboratory are:— 


1. To test samples of drugs imported in the 
country. 


2. To act as an appeilate authority in cases 
where the report of the Government Ana- 
lyst is challenged in a court of law. 


3. To act as Government Analyst on behalf of 
those States|Union Territories which do 
not have their own facilities for testing of 
drugs. 


10.2. At present this laboratory is acting as Gov- 
ernment Analysts for 21 States|Union Territories. 


10.3. During the period April to October, 1984, 
2331 samples were tested by the Laboratory. 


10.4. The Central Drugs Laboratory, Calcutta is 
responsible for preparaiton of National Reference 
Standards. The laboratory has prepared 16 New 
National Reference Standards for distribution. 125 
ampoules of different National Reference standards 
were distributed to various laboratories in the country 
during the period April to October, 1984. The labo- 
raiory also prepared 431 New Central Drugs Labora- 
tory Reference Substances and 34 Indian Pharmaco- 
poeia Reference Substances and!250 Indian Pharma- 
copoeia Reference Substances were distributed du- 
ting this period. 


10.5. The Central Drugs Laboratory, Calcutta con- 
tinued to maintain and distribute International Refe- 
rence Standards on behalf of World Health Organi- 
sation. 18 ampoules of International Reference Stan- 
dards were distributed during this period, 
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10.6. During the period April to October, 1984, 4 
analysts working in the Government taboratorits re- 
ceived training in insirumeniai methods of atiaivsis OL 
drugs. 


Ceniirai idian Pharmacopoeia Lboratory, 
bad, 


Ginazia- 


ii.i. ihe Central indian Poarmacopoeia Labora- 
tory is the statutory appeilaie laboratery for testing ol 
condoms under ithe Drugs and Cosmetics Rules, in 
addition, this jaboratory functions as Government 
Analyst for the States ot Anihra Pradesh, Bihar, Deihi, 
Goa, Punjab, Tripura, Orissa and Rajasthan and also 
iests Sampies on behalt of some Central Government 
Depariments. Besides, ilice laboratory is also respon- 
sibie for carrying oui laboratory investigations in con- 
necuon with standards for drugs inciuded in the indian 
Pnarmacopoeia. 


11.2. During the period April to October, 1984 
1334 samples were reported upon by the laboratory. 
Mieziing of the Health Mimnisiers of  States/Union 

Territories, 

12.1. A meeting of the State Health Ministers and 
Union Territories to discuss the probleims of drug con- 
trol and prevention of Food Aduiteration was held 
in New Dethi on Ist September 1984. The impor 
ant decisions taken at the conference are:-— 


1. The State Governments should take inime- 
diate action for including appropriate pro- 
posal in the State Sector of the 7th Five 
Year Plan for strengthening the State ma- 
chinery in-charge of control of drugs, parti- 
cularly the Inspecting, testing, intelligence 
and legal wings according to the guidelines 
laid down in this regard by expert bodies. 


2. Special courts be set up to briag the offences 
under the Drug Act. 


3. The States should take urgent action for 
creating a special machinfery for tackling 
the problem of spurious drugs. 


4. The Central Government should assist the 
States in strengthening their drug control 
machinery and suitable schemes for _ this 
purpose should be included in the Seventh 
Five Year Plan proposal, 


5. The Planning Commission be requesied to 
provide adequate resources ior these pul- 
poses in ihe Cenitar atid Siate sector im 
ug 7th Five Year Plan. 


Necessary action to impiement these decisions are 
belig taken. 


Digs Lechmical Advisory Board 


i3.1. ‘ihe Drugs iechnicai 
statutory body counstitured 


Advisory Board ig a 
unger the Diugs and 
Cosmetics Act to advise the Central and the State 
Govermmenis on technical matters arising out oi the 
adiminisirauon of this Aci. ‘ibis soard has been 
reconsiiulcd and ihe meeting of the reconstituted 
board was held m wie month of December, 1964. 
Sup-Commiigce of the Drugs Leciimicai Advisory 
board On goou Mianuiaciuring praciices 


l4.i the Drugs) echnical Advisory Board had 
appointed a Sub-Commitiee to draw up provisions of 
Good Manuiaciurmnig Practices for inciusion in ihe 
Drugs and Cosmeucs Kules. This Sub-Comumiitee 
fivid iwo meetings at New Dtlhi during this preiod 
and finalised its report. ‘this report was considered 
by ihe Board in its meeting held in December, 1984. 


14.2. Some of the other important proposais were 
considered by the Board in its 


meeting are as 
tollows: 


1. Proposais for the amendment oj the Drugs 
und Magic Remedies (Objectionable Ad- 
verlisemenis) Act so that advertisements 
made for the ueaimeat of diseases by Medi- 
cal practitioners could be prohibited. 

2. Proposal for introducing a New Schedule M 1 
in the Drugs and Cosmetics Rules specily- 
ing the minimum equipments, space etc, 
required fer the manufacture of _Homoco- 
pathic drugs. 

3. ‘Revision of Schedule F to the Drugs and Cos- 
metics Rules with a view to exercising stric- 
ter control over Blood Baiks. 

4. Amendment of Schedule X to the Drugs and 
Cosmetics Rules, to include Pentozocine and 


5 Benzodiazepines so as to control import, 


manufacture and sale of these drugs 


: more 
effectively, 
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Amendments fo the Drugs and Cosmetics Rules: 


15.1 During the period under review, the following 
action on the recommendations made by the Drugs 
Technical Advisory Board was taken. 


(i) Draft Amendments: During the period, Minis- 
try of Health and Family Welfare have published the 
following five draft amendmtnts to the Drues and 
Cosmetics Rules in the Gazette of India for eliciting 
public comments on the recommendations of the Drug 
Technical Advisory Board. 


1. Draft amendment to rule 49-A and 50 of the 
Drugs and Cosmetics Rules lavine down the 
qualification of licensing Authority and 
Controlling Authority. | 


i 


- Draft amendment to 55A and TASBA sneci- 
fying the manner of certifving copies of 
documents seized by Drugs Inspectors. 

. Draft amendment to eulést74-B 7524.7 R34. 


etc., of the Drugs and Cosmetics Rules on 
Loan Licensing Svstem. 


es) 


4. Draft amendment to Schedule P of the Drugs 
and Cosmetics Rules which lavs down the 
life period of certain drugs, 


(ii) Final Amendment: Ministry of Health and 
Family Welfare have also published four final am- 
endments to the Drugs and Cosmetics Rules and one 
amendment to Second Schedule of the Drugs and 
Cosmetics Act. By these amendments (1) standards 
for surgical dressings have been Jaid down under the 
Drugs and Cosmetics Rules. (2) Dissntegration test 
for the patent and proprietary mediclne in capsule 
form has been laid down (3) condition has been ad- 
ded under Schedule K specifying the proper storage of 
drugs by RMP. 


Banning of druss 


16.1 Ministry of Health and Family Welfare have 
published notifications in the Gazette of India banr- 
ing the improt of Methaqualone and manufacture and 
sale of (1) Oxytetracycline Liquid Oral preparations 
(2) Demeclocycline Liquid oral preparations and (3) 
Methaqualone and its preparations. 


Drugs Consultative Committee 


17.1. The Drugs Consultative Committee, which 
consists of representatives of States and Central Gov- 


ernment, 1s a statutory committee constituted under 
the Drugs and Cosmetics Act, 1940 to advise the 
Central Government, the State Governments and the 
Drugs Technical Advisory Board on matters tending 


to secure uniformity in the administration of the Drugs 
and Cosmetics Act. 


17.2 The Drug Consultative Committee had 
constituted several] Sub-Committees for examining in 
depth certain important issues. The Sub-Committees 
which were constituted for the following subjects sub- 
mitted their reports for consideration of the Drugs 
Consultative Committee. 


1. Control measures over the quality of medical 
devices such as—sterile Disposable Hyper 
Dermic Syringes Sterile Disposabie needle, 
Sterile Disposable Perfusion Sets. 


2. Laying down the details of training course 
for B.Sc. and B.Pharm Graduates for 
Test and Analysis. 


3. Permitting Groun Testine Laboratory for 
testing of drugs manufactured by a group 
of small Scale Manufacturers. 


4. Laying down details of space equipment 
etc. for the msnufecture of consimetics. 


17.3 These reports would come up for considera- 
tion at the meeting of the Druc: Consultative Commit- 
tee to be held in January, 1985. 


The Indian Pharmieconeta Committee 


18.1 The Indian Pharmacopoeia Committee which 
is tesponsible for keeping the pharmacopoeia of India 
upto-date and bring out its periodical revisions was 
reconstituted for a period of five years for the pur- 
pose of compilation of the Supplement to the Third 
Edition of I.P. The reconstituted I.P. Committee 
at its first meeting held in March 84, considered the 
future plan of action for compilation of Supplement 
to the third edition of I.P. The Committee consti- 
tuted eleven expert sub-committees in various disci- 
plines of medical science to assist the 1.P, Commit- 
tee In its work and also constituted a working group 
and entrusted it with the work of preparation of pre- 
liminary draft monographs. The composition of the 
sub-committees and the working group has been fin- 


alised. To start with. the T. P. Committee decided 
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on 19 items to be included in I, P. Supplement, pend- 
ing finalisation of a comprehensive list. Draft mon- 
graphs on these items have been prepared by the 
working group and these have been sent for com- 
ments to the members of I.P. Committee and its Sub- 
Committees. 


18.2 One meeting of the Working Group of I. P. 
Committee was held during this period and 
group drew a provisional list of items to be included 
in the Supplement. 


18.3 Four amendments to [.P. 66 and its sup- 


plement 75 were also issued during this period. 
Traiming Programmes 


19.1 The Central Drugs Standard Control Orga- 
nisation has been conducting training programmes for 
training of Drug Inspectors and Drug Analysts con- 
cerned with Drug Standard Control. During the 
period April to October, 1984, one training prog- 
ramme for Drug Inspectors was arfanged at Bombay, 
which was attended by 16 Drug Inspectors both from 
the Centra] and the State Drug Control Administra- 
tion. 


the 


19.2 A special training corse on “Surveillance, 
Collection of Intelligence and Investigation” was org- 
anised by the Directorate of Training Customs and 
Central Excise, New Delhi from 29.10.1984 to 
3.11.1984 for Drug Inspectors. This course which 
was directed towards training for tackling the prob- 
lem of manufacture and salt of spurious drugs was 
attended by 18 Drug Inspectors from different States 
and Central Standard Control Organisation. 


ow —s 


19.3 During the period under report one new prog- 


ramme “Advanced Chrometographic and Spectro- 
photometric Method of Analysis of Drugs” was 
started at Central Drugs Laboratory, Calcutta. This 


Zourse was of two months duration from 1.5.1984 
to 30.6.1984. This course was attended by four 
trainees form the States and Central Drug Control 
Departments. One training programme on “Instru- 
mental Method of Analysis of Drugs” was also con- 
ducted at Central Drugs Laboratory, Calcutta from 
1.8.1984 to 29.9.1984. Four trainees from 
State Drug Control Departments and Central Drugs 
Control Organisation attended this course. 


CHAPTER VII 


Medical Education, Research and Training 


Re-orientation of Medical Education Scheme 


1.1 The Government of India launched the  Re- 
Orientation of Medical Education Scheme in 1977 
with the objective of involving the various medical 
colleges in the direct delivery of health care services 
to the rural and semi-urban population for purposes 
Of re-orientation of medical education so as to afford 
a positive bias towards cOmmunity services. 


1.2 Under this Scheme, each of the 106 medical 
colleges in the Country shall accept, in the first ins- 
tance, the total responsibility of promotive, preven- 
tive and curative health care of at least three com- 
munity development blocks in the district where the 
medical college is situated and, in a phased manner, 
cover the entire district in which the medical college 
is located. Under the existing pattern, assistance for 
the implementation of the first phase of the Scheme is 
released at the rate of Rs. 4.79 lakhs per medical 
college, for covering three community development 
biocks. In addition, 318 mobile clinics (imported 
under the U.K. Aid Programme) have been provided 
free of cost to 106 medical colleges at the rate of 
three clinics per college. These clinics are highly 
sophisticated and are well equipped. 


1.3 So far, 105 medical] colleges and the Post- 
graduate Indistitute, Chandigarh have accepted the 
Scheme. 


1.4 The Re-orientation of Medical Education 
Scheme is a 50:50 Centrally Sponsored Scheme and 
the responsibility for the implementation of the 
Scheme rests entirely with the concerned State Gov- 
ernments and Union Territories Administrations. It 
was decided after a review of the Scheme in 1981 to 
consolidate the gains achieved during Phase-I of the 
Programme. This consolidation was sought to be 
achieved by providing additional financial assistance 
from the Centre for the creation of infrastructural 
facilities. The pattern of Central Assistance was ac- 
cordingly revised with effect from 23rd December, 


1981. The revised pattern provided for additional 
financial assistance of Rs. 9.60 lakhs per medical 
college i.e. 3.20 lakhs per Primary Health Centre for 
covering additional construction work, 75000/- for 
procuring a Mini-bus for transporting students and 
members of faculty and Rs. 90000/- for the construc-~ 
tion of three garages, one for each of the three mobile 
clinics. Thus each medical colleg has now been pro- 
vided funds to the extent of Rs. 16.04 lakhs— 
Rs. 4.79 lakhs as one-time grant and Rs. 11.25 lakhs 
as additional financial assistance for the purpose of 
consolidating the gains achieved under Phase-I of the 
Scheme. Altogether an outlay of Rs. 1750 lakhs in 
cash during the VI Five Year Plan (1980—85) was 
approved for the Scheme. The entire amount is likely 
to be spent during the current financial year, 

1.5 The Ministry of Health and Family Welfare 
have been periodically reviewing the progress of this 
Scheme. 

1.6. The implementation of the Re-orientation of 
Medical Education Scheme was discussed at length 
in the 10th Joint Conference of the Central Council 
of Health and Central Family Welfare Council held 
in New Delhi on 9th to 11th July, 1984. The Con- 
ference have made various recommendations empha- 
sising that the Re-orientation of Medical Education 
Scheme should be continued and all necessary steps 
be taken for its effective implementation. 


Regulatory Bodies 
2.1. Medical Council of India 


2.1.1 The Medical Council of India is a statutory 
body established under the Indian Medical Council 
Act, 1956. The main responsibility of this Council 
is the maintenanc eof standards of medical education 
in the country. For this purpose, the Council pres- 
cribed minimum standards of teacher student ratio and 
other standard requirements in respect of equipment 
and the clinical facilities. In order to ensure that the 
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nedical colleges provide and continue to maintain the 
laid down standards, periodical inspections of the 
various medical colleges are undertaken by the Coun- 
cil with a view to recognising the medical qualifica- 
tioris awarded by the medical colleges. 


2.1.2. Another important activity of the Medical 
Council of India is the maintenance of Indian Medi- 
cal Register. The number of doctors borne on the 
Indian Medical Register as on 31.12.1983 was 
295584. The Medical Council also issued “Good 
Standing Certificates’ to the doctors who desire to 
seek registration with he Medical Council of U.K. 
and other Commonwealth countries. The number of 
such certificates issued upto 30.11.1984 was 
18624. 


2.1.3. The Medical Council of India also awards 
the prestigious Dr. B.C. Roy National Award, the 
Hari Om Ashram Aembic Research Award eic., to 
eminent personalities in ihe field of medical educa- 
tion. 


2.2 Nation2] Board of Examinations 


2.2.1. The National Board of Examinations was 
re-organised and established as an independent auto- 
nomous body by the Government of India with effect 
from 1.3.1982 duly registered under the Societies 
Registration Act. 


2.2.2. The Principle objective of the Board is to 
conduct Post Graduate Medical Examinations in vari- 
ous disciplines of modern medicine and other allied 
sciences at the national level and to maintain a high 
standard of examinations to eusure that candidates 
have received adequate trining and are confident in 
every way to practice as specialists in their respective 
fields. For this purpose, the Board conducts examina- 
tions twice a year in February/April and August/Octo- 
ber. The successful candidates are awarded a degree 
known as DIPLOMAT OF NATIONAL BOARD 
which is a postgraduate qualification recognised under 
the Indian Medical Council Act 1956 by virtue of 
its inclusion in the first schedule of that Act. During 
1983-84, 882 candidates applied for February! April 
1984 examination and 1097 candidates for August! 
October 1984 in different specialities. 


2.2.3. The other objectives of the Board are to 
approve the accredited Centres of study which pro- 
vide adequate facilities for training; to maintain liai- 
son with professional associations concerned with 
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Post-graduate Medical Education and to promote 


effective linkages on a continuing basis between scien- 
tific and research agencies working in the field of medi- 
cine and other allied sciences, The Board also con 
aucts Workshops at different Centres. During the 
year under report, a Workshop in General Medicine 
was conducted in September in Bangalore. 


2.2.4 The Board has a reference library on medi- 
cal subjects and modern methods in medicine. 


2.2.5. A budget provision of Rs. 20.00 lakhs exists 
for the National Board of Examinations under Plan 
during the years 1984-85. 


2.3 National Academy of Medical Sciences 


2.3.1 The National Academy of Medical Sciences 
was established in 1961 in pursuance of a resolution 
passed by the Central Council of Health and Family 
Welfare. The Academy is a non-official organisation 
of scientists and is registered under the Societies Re- 
gistration Act. The Academy consists of Hony. Fel- 
lows: and Members. As on 1.1.1984, the Academy 
had on its roll 7 Hony. Fellows, 420 Fellows and 871 
Members representing different specialities of the me- 
dical sciences and different regions of the country. 


2.3.2. Under the Programme of Continuing Medi- 
cal Education which is being financed by the Govern- 
ment of India, the Academy organises and/or provides 
assistance for organising Seminars, Workshops, Sym- 
posia, Scientists’ Exchange Programme and short term 
courses in various speciilities in different parts of the 
country. The focus of the programme is to keep the 
medical professional abreast of new developments and 
changing practices, and for preparing candidates for 
postgraduate examinations. 23 programmes have 
been sanctioned /held during the year. 


2.3.3. A budget provision of Rs. 10.00 lakhs exists 
for the National Academy of Medical Sciences out of 
which Rs. 4.40 lakhs is for the Continuing Medical 
Education Programme and Rs. 5.60 lakhs for the 
Capital Works. 


2.4 Pharmacy Council of India 


2.4.1. The Pharmacy Council of India 
Council) was formed in 1949 under the Pharmacy 
Act, 1948. It has been entrusted with the following 
responsibilities : — 


(Central 


1. To prescribe minimum standards of educa- 
tion to qualify as pharmacist: 


RELIEF AT THE GRASS-ROOT LEVEL 


Medical care is also provided at the Rural 
Sub-Centres which are the smallest units of 


the health care delivery system jin the country 
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To regulate these standards uniformly; 


3. To recognise qualifications granted outside 
the scope of the Act to qualify for registra- 
tion; 

4. To compile and maintain the Centra} Regis- 
ter of pharmacists; 

5. To carry out such responsibilities in fur- 
therance of the objects. 

2.4.2. The Councii conducted 11] inspections 


during the year 1984. It approved and/or extended 
approval of Diploma Course in pharmacy in 113 
Centres and degree course in 27 Centres. About 29 
new centres for imparting Diploma Course in Phar- 
Macy have been started. The Council has so far ap- 
proved 20 foreign qualifications to qualify for re- 
gistration in India. 


2.4.3. The Certificate of Ffficiency as Pharmacist 
issued by Ceylon Medical College, Ceylon and the 
‘Bachelor of Pharmacy’ conducted by the Sindh Uni- 
versity, Pakistan has been recognised. 


2.4.4. The Education Regulations are being imple- 
mented uniformly throughout the country and guid- 
ance and clarifications are issued to the examining 
authorities and pharmacy institutions whenever neces- 
sary. 


Premier Institutions 


2.5 All Indig Institute of Medical Sciences, New 
Delhi. 


2.5.1 The All India Institut of Medical Sciences, 
established under an Act of Parliament in 1956, en- 
joys the status of an Institution of national importan- 
ce. The objects of the Institute are: 


(a) to develop patterns of teaching in under- 
graduate and postgraduate medical educa- 
tion in all its branches so as to demonstrate 
a high standard of medical education to 
all medica] colleges and other allied institu- 
tions in India; 


(b) to bring together at one place educational 
facilities of the highest’ Order for the train- 
ing of personnel all important branches of 


health activity; 
( 


fo attain self-sufficiency 
medical education: and 


in postgraduate 
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(d) to conduct experiments and research of high 
Order in the various disciplines of medical 
sclences, 


2.5.2 The Central Governmen; provides finan- 
cial support to the Institute. The Institute receives 
fees trom undergraduate and postgraduate students as 
per prescribed schedules. The hospital also charges 
fees for treatment services rendered to certain catego- 
ries Of patients. The Institute Was Sanctioned a 
grant-in-aid of Rs. 1317.89 lakhs during 1983-84. 
A budget provision of Rs. 1408.62 lakhs has also 
been made for the purpose during 1984-85. 


2.5.3. Medical Education 


(1) Postgraduate Medical Education: During 
1984-85 (upto November, 1984) 79 sgtu- 
dents (in one session) were admitted to 
various postgraduate courses i.e, M.D., M.S., 
M.H.A.., and to post doctoral] degrees like 
the Ph.D., M.Ch., and D.M., in various 
specialities of medicines, surgery and non- 
clinical subjects. The Institute provides 
55 full time postgraduate and post doctoral 
courses, and in the year under review, 125 
postgraduate students qualified for various 
degrees. The guiding principles in Post- 
graduate training is to train them ag tea- 
chers, researchers and above all as compe- 
tent doctors. Newer methods like objec- 
tive strutured Clinical Examination 
(OSCE) are now being employed in theas- 
sessment Of postgraduate students, and the 
results have been encouraging, The pattern 
is continuing in 1984-85. 


Undergraduate Medical Education: This 
year the Institute admitted 47 students to 
its MBBS Course, 7 to B.Sc. Nursing 
(Post-certificate) course 47. to B.Sc 

(Hons.) in Nursing Course, 5 to B.Sc 
(Hos.) Human Biology Course, 12 to 
B.Sc. (Hons.) in Opthalmic Techniques 
and 8 students to diploma course in Radio. 
logy. No new course, however, was in- 
troduced during this year. Paramedical 
courses like B.Sc. (Hons.) in Nursing and 
Opthalmic Techniques continued to be po- 
plar and attracted students from various 
parts of the country as well as from other 
countries. The curricula of these courses 
tute organised a number of workshops, 


(ii) 


are under constant scrutiny by the Faculty 
for purposes of improvement 


(iii) Continuing Medical Education: The Institute 
symposia and conferences, in  collabora- 
tion with various National and International 
Agencies like the ICMR, INSA, DST, 
IAMS, WHO, UNDP, UNICEF etc. durt- 
ing this year. Professionals from various 
institutions all over the country participated 
in these seminars and workshops, and bene- 
fited therefrom. 


2.5.4. Community Services 


Community Service occupies an important position 
in the activities of the Institute. The Comprehensive 
Rural Healh Services Project at Ballabgarh and 
Urban Health Centre at Malviyanagar continues to 
provide useful service at the doorsteps of the com- 
munity. Besides, the Department of Rehabilitation 
and Artificial Limbs, Department of Obstetrics and 
Gynaecology, Department of Dental Surgery, Dep- 
artment of Psychitry, Department of Gastroenterology 
and Human Nutrition and Dr. R. P. Centre for 
Opthalmic Scsences have been actively involved in 
various Community health-care activities. 


2.5.5. Dr. R. P. Centre for Opthalmic Sciences 
organised 17 major and 15 minj eye camps in Delhi, 
Uttar Pradesh and Haryana during 1983-84 for the 
benefit of the masses. While the Department of 
Obstetrics and Gynaecology conducts regular family 
planning clinics in reseitlement colonies in Delhi, the 
Department of Gastroenterology and Human Nutri- 
tion supervises and coordinates the Integrated Child 
Development Schemle which is of great national im- 
portance, and has been included in the late Prime 
Minister’s new 20-Point Programme. 


2.5.6, Peblic Lectures 


As pat of its regular activities, the Institute now 
organises, public lectures on various health problems. 
These informative lectures have been highely popular. 
During the current year the lectures were/are being 
organised Op subjects like “Gag in your tummy”, 
“new methods of birth control—which is best for 
you”, “Rheumatic Heart Disease”; “vertige’”, “Stroke” 
“Coronary artery disease—medical and ‘Surgical’ 
Treatment”. “Art of child care—How to be qa good 
mother”, “Kidney diseases—how to prevent them””’, 
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“common ailments in children”, “Bodies on pain kil- 
lers and Ayurved and modern medicine”. 


2.5.7. ReSearch 


In keping with the mandate given to this Institute, 
the Faculty has been actively engaged in research, beth 
basic and applied. As a matter of general policy, most 
of the research problems undertaken are those having 
relevance, direct or indirect, to National Health pro- 
blems and those relating to developging countries in 
general. Results of many of such activities can be 
applied directly to the benefit of the community. 


2.5.8. The feculty has published 520 research 
papers and contributed 65 monographs|chapters in 
National and International journals|books during 
1983-84. 


2.5.9. The other important areas of sesearch in 
various important fields are studies on fertility con- 
trol, thyroid deficiency and mentaj deficiency, fluorc- 
sis, tuberculosis, viral hepatitis, leprosy Anaeerbic in- 
fections, HLA in Health and disease, liver diseases, 
cardiac physiology, craniosterosis, miyasthenia gravis. 
Immunovirology of equamous cell carcinoma of the 
uterine cervix, effect of pesticides on immune fes- 
ponse, etc. 


2.5.10' The Institute has been functioning as one 
of the four WHO supported Research Training Cen- 
tres in the field of reproduction. 


2.5.11. During 1984-85, the Institute has been al- 
located funds amounting to Rs. 8 lakhs for 34 new 
research projects and 18 continuing programmes, 
Another one lakh has been sanctioned for Drug 
Trasls. Some of the important new projects are: 
Effect of neonatal under nutrition on the growing 
pituitary gland, Tissue-culture studies on sensitivity 
of bone tumours to anti-cancer drugs, effect of anti- 
platelet agents on small vessel disease of kidney/eye 
is diabetes, possible role of harmones in environ- 
mental carcinogenes, infection risks of haemodia- 
lysis identification and preventive aspects, D-Pencil- 
lamine trial in Indian childhood cirrhosis, and Acute 
effects of anti-arrhythmic drugs on cardiac pacing 
threshold. 


25.12. Snecially Cenfres 


(i) Dr. Raiendra Prasad Cen‘re for Onthal- 
mic Sciences was established in 1967 as a 
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Speciality centre in AIIMS. It has gained 
both national and International reputation 
for the high standard of service. This 
centre has a wide range facility and runs 
an emergency service round-the-clock. 


The centre has an eye-bank, which registers 
voluntary donors. For the community services, the 
centre organises eye-camps in the rural areas every 
year. A large number of patients are examined 
and operated upon in such camps. 


Dr. Rajendra Prasad Centre for Ophthalmic 
Sciences acts as the apex body for coordinating the 
activities of the National Programme for Control of 
Blindness. The Centre is also one of the 10 WHO 
collaborating centres for training of personnel at 
different professional levels for developing coun- 
tries. 


(ii) The Institute-Rotary Cancer Hospital 
(IRCH): The first phase-of the construc- 
tion of the building of this centre was 
compieted in early 1983 and immediately 
thereafter, the hospital started functioning, 
attending to only referred patients from 
various other departments. The Centre has 
already acquired the facilities like calpos- 
copy for detection of early cervix cancer, 
sigmadoscopy for detection of cancer of the 
colon and mammography for detection ot 
breast cancer. Besides Cobal therapy treat- 
ment, 20 MEV Linear Accelerator has 
been pressed into service which handles 
about 80 patients every day. The hospital 
has added 18 beds to its facility. 


Cardio Thoracic and Neuro Sciences: 
The OPD services of these Centres are 
functioning in the new building construct- 
ed upto the Ist Floor in Phase-I since 
February, 1983. Construction of addi- 
tional floors in two towers and Central 
Services Core will be started shortly and 
is contemplated to be completed before 
the end of the VIIth Five Year Plan 
period (1985—90). Eight Operation The- 
atres, I.C.U.’s and Post Operative Wards 
to accommodate about 60 patients are 
likely to be started in the new building 
during 1985-86 as soon as the Central air- 


(iii) 
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conditioning plant is installed, equipment 
are purchased and staff are sanctioned and 
appointed. 


Centralised Accident and Trauma Ser- 
vices (CATS) : In the recent years it has 
been increasingly felt necessary at diffe- 
rent levels of the Government that an ef- 
fective trauma service System, particularly 
in the major cities, was essential. 


2.5.13 A proposal submitted by the All India 
Institute of Medical Soiences for establishment of 
the Centralised Accident and Trauma Services, 
under the aegis of the All India Institute of Medi- 
cal Sciences has since been approved by the Goy- 
ermment and necessary financial allocation made. 


Gv) 


2.5.14 The Project, which would be popularly 
known as CATS, will provide a model for deve- 
loping similar service for the other cosmopolitan 
cities. This Project for Delhi is expected to be 
completed for operational purpose within a period 
of 4-5 years at an expenditure of about Rs. 16 
crores. To start with Apex Hospital with 250 beds 
with modern facilities for Managing accident and 
trauma cases will be established. 


2.5.15 Patient-Care Services 


The AIMS Hospital has been expanding its 
diagnostic and _ patient-care facilities, attracting 
growing number of patients. During 1983-84 the 
OPD’s of the hospital attended to 866387 patients 
and admitted 34637 patients. Dr. R. P. Centre for 
Ophthalmic. Sciences had 296544 patients in its 
OPD’s and admitted 5843 patients during this pe- 
riod. A total number of 66825 surgical procedures 
were conducted by the surgeons of the Institute. 
During 1984-85 the trend of patient attendance 
remains the same. During the first six months upto 
September, 1984, the Institute Hospital has attend- 
ed to 461599 patients in the OPDs and admitted 
18739 patients. During this period Dr. R. P. Centre 
has attended to 118886 patients in the OPD and 


admitted 3097 patients. 


2.5.16. International Role 


The Institute continued to provide consultancy 
services to several countries .Twenty three faculty 
acted as consultants to University of 


COMMUNITY HIALTH C&L 
47/%, (First Floor) St. Marks Road, 
Bangalore - 560 001, 


members 


Garyounis, Libya and AlI-Fateh University, Tripoli 
upto December, 1984, Three faculty members acted 
as consultants to Kind Faisal University, Dammam, 
Saudi Arabia and four faculty members assisted the 
Selection Committee of Tribuvan University, Kath- 
mandu, Nepal. One faculty member was awarded 
Jawaharlal Nehru Fellowship and fifteen faculty mem- 
bers were awarded international feliowships/WHO 
assignments/INSA Exchange Programmes etc. during 
this period. The Institute of Child Health, Kabul, 
Afganistan, continues of get support from the In- 
stitute im manning its services and for all its train- 
ing programmes. Several members of the faculty 
served as Consultants on W.H.O. and other inter- 
national bodies. 


2.5.17 During 1983-84 the Institute trained 12 
WHO feilows, (7 students from Bangladesh, 4 from 
Afghanistan and 1 from Srilanka) beside training 
40 other short-term trainees from various organisa- 
tions in India and 42 elective trainees from U.K., 
USA, Germany, New Zealand and France to fulfill 
its internitional obligations. 


2.6 Postgraduate Tnsilitute of Medical Eduyation 
and Research, Chandigarh. 


2.6.1 The Postgraduate Institute of Medical Edu- 
cation and Research, Chandigarh, started function- 
ing in 1962, under the erstwhile Government of 
Punjab. It became an Institute of national impor- 
tance and a statutory, autonomous body through an 
Act of Parliament (Act 51 of 1966) w.e.f. the Ist 
April, 1967. The objectives of the Institute are:— 


(a) to develop patterns of teaching in under- 
graduate and postgraduate medical educa- 
tion in all its branches so as to demon- 
strate a high standard of medical educa- 


tion. 

to bring together, as far as may be, in 
one place educational facilities of the 
highest order for the training of person- 
nel in all important branches of health 
activity; and 

to attain self-sufficiency in postgraduate 
medical education to meet the country’s 
needs for specialists and medical teachers. 


(b) 


(c) 


2.6.2 There is an Institute Body consisting of 
20 members. Union Health Minister is the Presi- 
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dent of the Institute. The President of the Insti- 
tute is nominated by the Central Government from 
among the members other than the Director of the 
Institute. There is also a Governing Body of the 
Institute which is constituted by the Institute. The 
Governing Body is the executive Commitee of the 
Institute and exercises such powers and discharges 
such functions as the Institute may confer or impost 
upon it in accordance with the regulations made 10 
this behalf. 


2.6.3 Under the provisions of the Act, the Insti- 
tute may constitute as many standing committees 
and as many ad hoc committees as it thinks fit for 
exercising any power or for discharging any func- 
tion of the Institute or for enquiring into or report- 
iNg or advising upon any matter which the Institute 
may refer to them. 


2.6.4 Budget 


Tne Ilnstitute is wholly financed by the Govera- 
ment of India. As against the total Grant-in-aid of 
Rs. 829.14 iakhs during 1983-84, the Government 
have made a budget of Rs. 960.61 lakhs for grant- 
in-aid to the Institute. 


2.6.5 ‘Iraining Courses 


The Postgraduate Institute of Medical Education 
and Research, Chandigarh offers 68 different cours: 
es leading to the awards of degrees of B.Sc., 
M.Sc., M.Ch., D.M., M.S., M.D., MDS and Ph.D. 
etc. As on 1-12-1984 a total of 2015 residents 
fincluding 75 during the year upto 30-11-1984) 
have completed their training and obtained their 
postgraduate qualifications. On Ist December, 1984, 
there were 527 whole-time junior residents/post- 
eraduates on the rolls of the institute pursuing va- 
rious postgaduate courses. Besides, 6 inservice 
candidates were on the rolls of different M.Sc. 
Medical ‘Fechnoiogy courses. In addition, 56 stu- 
dents were on the rolls for B.Sc. Medical Techno- 
logy (X-ray and Laboratory) courses, 13 for Opera-_ 
tion heatre Assistant Course. B.Sc. (Audiology and 
Speech Therepy) course was started during the year 
1979-80. There were 6 candidates on the rolls for 
the said course. The college of Nursing affiliated 
io the Punjab University has on its rolls 70 candi- 
dates for B.Sc. Nursing (Post Basic), 122 for B.Sc. 


Nursing (3-Year and 9 month i ntemmship) and 7 
candidates for M.Sc. Nursing course. 


2.0.0 Medical Care 


itine Nehru Hospital attached to the Institute has 
a bed strength of 779. It offers out-patient emer- 
gency and accident service, investigative and thera- 
peutic facilities of the highest order. The hospital 
referral facilities are being utilised, not only by the 
States of northern region but also by patients from 
far off places like Tamil Nadu, Kerala, Karnataka, 
Orissa, Bihar and West Bengal. During the year 
1983-84 the registration of inpatients and outs 
patients was 26,567 and 607,673 respectively. 


2.6.7 Research 


Research work is in progress in various depart- 
ments of the Institute. 127 research schemes fund- 
ed by the Institute, over 50 by the Indian Council 
of Medical Research, New Delhi, 6 by the CSIR, 
New Delhi, 2 by the Department of Science and 
Technology, Government of Indian, 2 by the Depart- 
ment of Atomic Energy, BARC, Bombay, one by 
the Government of Haryana, one by the Ministry of 
Social Welfare, Government of India, one by the 
Family Planning Foundation, New Delhi and 2 by 
M/s Burroughs Wellcome, Bombay are being car- 
ried out by the members of the faculty of the Insti- 
tute during the year 1984-85. 


2.6.8 Awards 

Out of the nineteen national awards conferred 
during this year by the Indian Council of Medical 
Research the following were secured by the faculty 
of this Institute : 


Dr. R.C. Mahajan Y.S. Narayana oration award 


Professor of Parasitology (jointly) 
Dr. N.K. Ganguly 
Associate Professor of Parasi- 
tology. 
Dr. I.S. Anand Chaturvedi Kalawati Jag- 
Assistant Professor of Expe- len Das Memorial 
awar 


perimental Medicine. 


Dr. G.K. Khullar Shakuntala Amir Chand Award 


Associate Professor of Bio- 
chemistry. 


Dr. C.R. Nair 
Assistant Professor of Gastro- 


enterology. 

2.6.9 Some members of the faculty of the Insti- 
tute were also awarded medals and prizes by the 
various specialists associations. 


Shakuntala Amir Chand Award 
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2.7. Jawtharlai Lastitute of Posigraduate Medi- 
cal Kducation and Research, Pondicherry. 


2.7.1 The Jawaharlal Institute of Postgraduate 
Medical Education and Research, Pondicherry is a 
fuliiedged medical teaching and research institution. 
This Institute offers both undergraduate and post- 
graduate courses in medicine and allied subjects 
with an attached teaching hospital. Affiliated to the 
University of Madras, the Institute is financed and 
administered by the Government of India through 
the Ministry of Health and Family Welfare and the 
Directorate General of Health Services. The Advi- 
sory-cum-Finance Committee and the Academic 
Committee constituted by the Government play an 
important role in the smooth and efficient func- 
tioning of the Institute. 


2.7.2 The number of undergraduate, postgradu- 
ate and other para medical students who passed 
their respective final examinations during the year 
is detailed below:— 


(i) M. B. B.S. 68 
(ii) P. G. Degree 31 
(ii) P. G. Diploma 25, 
(iv) M. Sc. Biochemistry 6 
(v) B. Sc. (MLT) 9 
(vi) B. M. R. Sc. 4 
(vii) Higher Diploma in French : 5 
(vii) Certificate in French 5 
(xi) Dipoma in French 28 


2.7.3 Six candidates were permitted to register 
for Ph.D. Degree in various specialities. 9 candi- 
dates were admitted to M.Phil. Course (Part-time) 
in basic medical subject (Physics, Chemistry, Bio- 


logy). 


2.7.4 A physical medicine and Rehabilitation 
Centre Block has recently been constructed at a 
cost of Rs. 75.00 lakhs to provide better facilities 
for physically and Orthopaedically handicapped 
patients and the same is expected to be commis- 
sioned soon, 


2.7.5 The Re-orientation of Medical Education 
Scheme and the programmes under the scheme are 


being actively and successfully implemented in the 
Institute. Under this scheme the Institute has es- 
tablished its referral complex by adopting six Pri- 
mary Health Centre (5 of Government of Union 
Territory of Pondicherry and one of Government of 
Tamil Nadu) in two phases. The three Mobile Cli- 
nics received by the Institute are rendering services 
in the villages. The well-developed net work of 
road facilities in Pondicherry region is an added 
boon and no impediments are being felt in operat- 
ing these mobile clinics to render health services 
in the villages. One mini-bus which was purchased 
in July, 1983 is being utilised for transportation 
of faculty, specialists, medical officers, para medi- 
cal staff, Jr. Residents, Sr. Residents and other 
trainees to the villages where the mobile clinics are 
stationed. During the year under report 130 villa- 
ges with a population of 1.65 lakhs were covered 
by these Mobile Clinics. At each visit, the Mobile 
Clinic stays for 5 days continuously in the villages. 
A preliminary house to house survey is made in 
order to detect the prevailing health problems in the 
villages and also screening and __ selecting cases 
needing specialist care in the Mobile Clinics. Two 
Committees—one Advisory Committee and one 
Implementation Committee have been constituted 
for the effective functioning of these Mobile Clinics. 
The Advisory Committee has so far met twice and 
Implementation Committee four times. The Depart- 
ment of Preventive and Social Medicine also ren- 
ders community health care through Urban Health 
Centre, Kurichikuppam. The medical students are 
also trained in Community Health work and also 
render community health care through family health 
advisory programme duing their one month posting 
in community medicine. 


2.7.6 Seminars /Workshops 


19 Workshops/Conferences/Symposia sponsored 
by the University Grants Commission, World Health 
Organisation and other institutions were organised 
at the Institute. Besides 5 Faculty members of the 
Institute participated in 5 Conferences in different 
parts of the country during the year. Three visit- 
ing Professors/eminent Scientists/teachers visited 
the Institute and delivered guest lectures during the 
year. The Institute is also working on various 
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research projects and its faculty staff have publish- 
ed a number of research papers. 


2.7.7 Biforts are being made to implement Hindi 
as oilicial language as per the programme formulat- 
ea by the government. A devanagari typewriter is 
available in the Institute for typing letters in Hindi. 
Uiiiciai Language Implementation Committee is 
aiso functioning in the Institute to take necessary 
steps for the Implementation of Hindi as Official 
Lauguage. Posts of Hindi Translator and Lecturer 
i1 dlindi have also been filled and two Clerks have 
been traained in Hindi typing. 


2.7.8 Hospital 


The Jawaharlal Institute of Postgraduate Medi- 
cal Education and Research, Pondicherry Hospital 
extends Comprehensive medical care not only to 
the people of Pondicherry but also to its neighbour- 
ing areas. Its present bed sterngth is 770 and the 
bed occupancy during the year was 93.6 per cent. 
26507 in-patients were treated during the year and 
the number of patients treated in O.P.D. was 
6,08,910. A total number of 18096 operations 
were performed during the year. A separate 20 
bed Leprosy Ward has already been commissioned 
for actually ill leprosy patients. The Department of 
Ophthalmology of the Institute has also been iden- 
tified for upgradation under the National Control 
of Blindness Programme. 


2.7.9 Budget 


The total budget 
during the year 1984-85 
Plan Rs. 4,29,25,000/-, 
Rs. 1,79,000/- for National Teachers 
Centre). 


provision for the Institute 
is Rs. 5,06,04,000 (Non- 
Plan Rs. 75,00,000 and 
Training 


2.8 Wallabhbhai Patel Chest Institute, Delhi 


2.8.1 The Vallabhbhai Patel Chest Institute is 
financed by the Ministry of Health and Family 
Welfare and is administered by a Governing Body 
constituted by the Executive Council, University of 
Delhi. 


2.8.2 The Institute conducts applied and basic 
research in chest diseases and allied specialities. 


Besides, it provides diagnostic services and _treat- 
ment to out-door and in-door patients suffering 
from various bronchopulmonary diseases. It also 
Patticipates in several post-graduate courses, viz., 
DTCD, M.D./M.Sc. and Ph.D. in a number of 
medical subjects such as Tuberculosis and Respira- 
tory Diseases, Physiology, Biochemistry, Microbio- 
logy, Medical Mycology, Virology, Pharmacology 
and Botony in relation to Respiratory Allergy. The 
Centre for Visceral Mechanisms established at the 
Institute by the DST continued to function during 
the year. The Department of Respiratory Virology 
has been recognised a WHO National Reference 
céntre « fdr Respiratory Viruses and as an ICMR 
Monitoring Centre for Influenza. 


2.8.3 The areas of research that have been active- 
ly pursued by scientists of the Institute include 
molecular biology of various strains of tubercle 
bacilli; method for the improvement in the separa~ 
tion of plasmids of mycobacteria with the ultimate 
aim to develop a quick method for the diagnosis of 
tuberculosis; fetal developmental toxicology of en- 
vironmental particulate poputants; interaction of 
alcohol; Vitamin A and hypoxia on lung biochemis- 
try and meta-bolism of vitamin A; embroynic deve- 
lopment of lung and heart in relation to dietary 
vitamin A intake; vitamin A and metaplasia: tran- 
duction of membrane signals; role of phosphatidyl- 
cholin and phosphatidyl inositol; study of clinical, 
epidemiological and etiological aspects of ARD in 
infants and preschool children (under 5 years age) 
in urban, slum (Longitudinal study) influenza mo- 
nitoring work; immunity influenza type. A virus in 
Lab. animas] induced by hetrologoeis js in activated in- 
fluenza viruses; comprehensive study relating to the 
epidemiology, etiology, pathophysiology of chronic 
obstructive pulmonary disease and cor-pulmonale; 
cardioacceleratory reflex in apneic asphyxia; mecha- 
nism of stimulation of J chemoreceptors and reflex 
effects of J receptors in dogs and cats; bacteriolo- 
gical flora patterns in cases of empyema; bacterio- 
logy of chronic obstructive lung diseases—studies 
on transtracheal aspirates; role of lung enzymes in 
respiratory infection; further studies on spheroplast 
of tubercle bacillimimmunological and metabolic 


studies; pharmacology of the putative endocrine 


neptides occurring in the lung; chronic obstructive 
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lung disease in Particular the association of virus 
infections in acute exacerbations of the disease; etio- 
logical significance of insects in Type I hypersensi- 
tivity disorders; studies on yet unknown allergenic 
tungal spores of Delhi area; immune complexes in 
Patients with nasobronchial allergy; immunoglobu- 
lin profile in patients with various chest diseases and 
smokers; cytogenetic Studies in patients with naso- 
bronchial allergy; Purification, isolation and charac- 
terization of common inhalant allergens; isolation 
and characterisation of thymosin fraction 5 from 
goat thymus and its Clinical vse in immunodeficien- 
cy patients; immunological aspects of human breast 
secretions in relation to the nutritional Status of 
Indian mothers and its effect on growth and deve- 
lopment of children; complement activation and 
formation of circulating and extra vascular immune 
complexes in leprosy and their role in tissue dam- 
age; the primary immunse deficiency in Indian in- 
fants and children and their laboratory diagnosis; 
leprosy; role of nutritional factors and co-existing 
Common tropical infection. The Production of my- 
coserologic reagents in the Department of Medical 
Mycology have facilitated the rapid diagnosis of 
pulmonary and systematic mycoses including hyper- 
sensitivity lung disorders such as aspergillosis, can- 
didiasis, histoplasmosis, blastomycosis and farmer’s 
lung. Previously these diaseases Masquerated as 
tuberculosis, other infections or cancer and they 
were mistreated. The availability of the afore- 
mentioned diagnostic reagents has reduced our de- 
pendence on the advanced countries, thereby pro- 
moting self reliance, Furthermore, the quick bird- 
seed agar (Simplified Guizotia abyssinica seed agar) 
also developed by the mycology team has been 
universally adopted for selective isolation and rapid 
identification of Cryptococcus neoformans, the eti- 
Oligic agnts of a serious and often fatal pulmonary 
and meningeal mycotic disease, etioligical signift- 
cance of insects in Type I hypersensitivity disorders, 
Studies on yet unkonwn allergenic fungal spores of 
Delhi area, immuno complexes in patients with na- 
sobronchial allergy, immunoglobulin profile in pa- 
tients with various chest diseases and smokers, cyto: 
genetic studies in patients with nasobronchial aller- 
gy, purification, isolation and characterization of 
common inhalant allergens, modulation of airway 
reactivity in bronchial asthma by theophylline, dis- 


odium cronoglacate and a lipotrophic factor choline 
—a single blind study. 


2.8.4 Of special significance is the accumulation 
of evidence from patients with high altitude pulmo- 
nary oedema that the typical dry cough is also pro- 
duced by events at the alveolar bend by the J re- 
ceptor. Thus the ‘dry cough’ can no longer be 
attributed only to simple irritation of the upper 
airways but can be a signal of more similar events 
at the alveolar level. 


2.8.5 Sixty five students were enroiled for the 
various postgraduate courses relating to medical 
biochemistry, physiology, tuberculoses and respira- 
tory diseases, microbiology and Ph.D. Out of 65 
students, 20 students were undergoing the diploma 
course in tuberculosis and chest diseases, 5  stu- 
dents were awarded M.D. degree and 5 students 
Ph.D. degree in the various subjects. During the 
year 1983-84, 41530 patients attended the clinical 
research centre of the Institute. Out of these 115 
were admitted in the indoor ward for special inves- 
tigations and treatment. 


2.8.6 Details of the provision existing for the 


Institute are as under:— 


Provision Rs. in lakhs 

(B.E. 84-85) 
Plan 40.00 
Non-Plan 78.20 


Regional Institute of Medical Sciences, North- 
Eastern Region, Shillong. 


2.8.7 Ministry of Health and Family Welfare 
had approved the setting up of the Regional Insti- 
tute of Medical Sciences in Shillong with a view to 
providing curative services at the super-speciality 
level in selected fields, e.g. Gastroenterology, Car- 
diotogy, Cardio-vascular Surgery, Neuro Surgery, 
Oncology, Endocrinology, Nephrology, etc. with a 
first class Accident Medicine and Trauma Centre 
and practical training facilities to selected specialists 
sponsored by the States/UTs. in the Region. 


288 A detailed Project Report for the estab- 
lishment of this Institute was prepared and based 
on the proposals contained in the Report, an EFC 
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Memo has been prepared and is being processed in 
consultation with Finance Division. A High-level 
Team from the Ministry of Health and Family Wel- 
fare visited Shillong during November, 1984 and 
has finalised the site for the setting up of this Instt- 
tute. The implementation of the Scheme will be 
taken up in hand as soon as approval of the Ex- 
penditure Finance Committee is received for incur- 
ring the expenditure. 


2.9 Oiner Institutions 


Lady MHardinge Medical College and Smt. 
Sucheta Kriplani Hospital and Kalawati Saran 
Childrens Hospital, New Delhi. 


2.9.1 The Lady Hardinge Medical Coilege aid 
sucheta Kriplani Hospital is one of the premier 
institutions in the country for imparting higher 
medical education, medical care and training in the 
field of uursing to women. This institution came 
into bein: as far back as 1916. The Kalawati Saran 
Childrens Hospital was establihed in 1956 and is 
attached to the Lady Hardinge Medical College and 
Smt. Sucheta Kriplani Hospital and is exclusively 
catering to the medical care needs of children. Both 
these {Institutions were taken over by the Govern- 
ment of India with effect from 1-2-1978 and are at 
present functioning as subordinate offices under the 
Directorate General of Health Services. 


2.9.2 The College is affiliated to the University 
of Delhi and offers instructions in M.B.B.S. and 
Post-graduate courses in various disciplines. During 
the year 1984, the number of admission to the Ist 
year MBBS was 130. The total number of under- 
graduates and postgaduates on the rolls of the Insti- 
tution at present are 692 and 92 respectively. 


2.9.3 The School of Nursing run by this Insti- 
tution admits 60 students every year for general 
nursing and midwifery. 


2.9.4 Patient Care: The sanctioned bed strength 
of Smt. Sucheta Kriplani Hospital is 580 and that 
of Kalawati Saran Children’s Hospital is 259 (25 
beds were added in Kalawati Saran Children’s 
Hospital in 1983 when an Intensive Care Unit was 
started, thereby increasing the bed strength from 


234 to 259 in that Hospital). These two Hospitals 
and Ram Manohar Lohia Hospital with 60 beds 
in Medicine and 60 beds in Surgery for male pa- 
tients are attached to the Medical College for pur- 
poses of teaching and Research, providing compre- 
hensive medical servics for women and children 
including preventive, promotive, diagnostic, curative 
and rehabilitation services. Medical aid was provid- 
ed to 4,75,853 patients in the OPDs and in the 
special clinics of the two hospitals during the 
period from 1-1-1984 to 30-10-1984. The number 
of patients admitted in the two hospitals excluding 
Ram Manohar  Lohia Hospital during the same 
period was 54,234 and new borns 8,490. 


2.9.5 Besides, camps were organised by the two 
hospitals for eye treatment, general surgical and 
eye operations child health care and immunisation 
purposes. The activities undertaken by the Institu- 
tion in Khicheripur, Kalyanpuri resettlement areas 
and Najafgarh areas for health care are being con- 
tinued. Preventive and promotive services are also 
being carried out in these areas. 


2.9.6 Construction Work 


The construction of an auditorium-cum-library 
block in the Lady Hardinge Medical College and 
Smt. S. K. Hospital is in progress. A new six sto- 
reyed block for housing 55 private patients is nearly 
complete. This block will also house a kitchen for 
private and general ward patients. 


2.10. Grants to Mahatma Gandhi Institute 
Medical Sciences, Sewagram, Wardha. 


2.10.1 The Mahatma Gandhi Institute of Medi- 
cal Sciences, Sewagram, Wardha was set up in com- 
memoration of Mahatama Gandhj Centenary Cele- 
brations in 1969, with an annual admission capa-~ 
ity of 60. The Institute is administered 
oy the Kasturba Health Society registered 
inder the Sovieties Registration Act. According 
O the accepted pattern of financial assistance, 
he annual recurring expenditure of the {n- 
titute is shared between the Government of India, 
sovermment of Maharashtra and the Kasturba 
lealth Society in the ratio 50:25:25, The Govern- 
1ent of India’s share of the expenditure during 
984-85 is budgetted at Rs. 60.00 lakhs. In April, 
984 the number of students for under-graduate 


of 
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course including interns was 336 and the number 
of Post Graduate Students on Roll was 42. 


2.11. Raj Kumari Amrit Kaur College of Nursing, 
New Delhi, 


2.41.1 The Raj Kumari Amrit Kaur College of 
Nursing, New Delhi, was established with the objec- 
tive of developing model programme in nursing edu- 
cation to demonstrate high standards of nursing. All 
the academic matters pariaining to the B.Sc. 
(Hons). Nursing and Master of Nursing program- 
mes are controlled and the Degrees are awarded by 
the Univsity of Delhi. The Institution works in close 
associaticn with health centres, medical centres and 
allied agencies for teaching undergraduates, Post- 
sraduates and Deploma jn Nursing Education and 
Administration students and for continuing Educa- 
tion Programmes for nursing personnel in the Coun- 
try. 


2.11.2 The budget for 1984-85 is Rs. 32.10 lakhs 
under Non-Plan and Re. 3.00 lakhs under Plan. 
Special financial assistance was provided to the 
Students by, the State Governments and Trained 
Nurses Association of India, besides the Central 
Government scholarships. 


2.11.3. Department of Countinuing Education 


The Department of Continuing Education organi- 
sed and conducted short-term courses for nursing per- 
scnnel in service, carried out teaching assignment 
and research guidance work. Four short-term cour- 
ses were conducted under government plan scheme 
and a total of 122 nurses from different states com- 
pleted course on management of nursing personnel, 
infection control, construcion of tests and Goria- 
tric Nursing. The details of students admitted to 
various courses and their results are given in 
Annexure-I. 


2.11.4. Results and Admissions 


Admission : Academic Session : 84-85 


Courses Admitted Joined Dropped 
B.Sc. (Hons) Nursing (1st 

ie : ‘ , 45 42 3 
Master of Nursing (Semester 

byt ; ‘ : : 15 15 — 


a Zz 3 4 
Diploma in Nursing Education 
and Administration. 45 45 Se 
Results 1983-84 
Courses Appeared Passed 
B.Sc. (Hons) Nursing 1 Ist year 4l 41 
2nd year . 43 42 
3rd year 43 42 
(Interns) 4th year Sy) aT 
Master of Nursing Semester-II 13 13 
Semester-IV 17 lias 
Diploma in Nursing Education and 
Administration. ; ; ‘ 50 50 


nen 


2.12. Lady Reading Health School, Delhi . 


2.12.1 The Lady Reading Health School conducts 
the following three courses: — 


1. Diploma in Public Health Nursing. 

2. Diploma in Nursing Education and Admi- 
nistration. 

3. Certificate for Health Supervisors. 


29 students were admitted in Public Health Nurs- 
ing course in July, 1984 and 29 students of previo- 
ous batches were declared successful. 10 students 
were admitted in Nursing Education and Adminis- 
tration course in July, 1984 and 18 students of 
previous batch of Nursing Education were declared 
suceessful. 23 students were admitted in Promo- 
tional Training for Health Workers (female) — 
(Certificate for Health Supervisors) course in Janu- 
ary and July, 1984 and 25 students of previous bat- 
ches were declared successful. 


9.12.2 So far 878 Health Visitors students, 606 
Public Health Nursing course students, 181 Sister 
Tutors (Nursing Education), 105 Health Supervi- 
sors and 60 Nursing Education and Administration 
students have been declared successful. The Public 
Health Nursing students and students of Promotional 
training for Health Workers had their Urban field 
experience at the Ram Chand Lohia Infant Welfare 
Centre and Area around the Centre. 


2.12.3 Rural Health Training Centre, Najafgarh 
and Primary Health Centre. Palam are being regular- 
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ly used for the rural experience of students of all 
the courses. The Public Health Nursing students have 
had their field experience (Rural) in different States 
other than Palam and Najafgarh. 


2.12.4 The Ram Chand Lohia Infant Welfare Cen- 
tre attached to the Institution served two fold pur- 
pose viz. Health Services (MCH services including 
Domiciliary Midwifery services) to the population of 
over 45,000 living mainly in a slum area and train- 
ing facilities for the Public Health Nurses and Health 
Supervisory students. The Lady Reading Health 
“school also provide training facilities to other Insti- 
tutions. 


2.13 Pasteur Institute of India Cocnoor 


2.13.1 The Pasteur Institute of India, Coonoor, 
Nilgiries is engaged in conducting research in rabies, 
influenza. Other respiratory virus infections etc. 
and in the production of Antirabies Vaccine and 
DTP Vaccines, 


Antirabies Vaccine 


2.13.2 The annual production of Antirabies Vac 
cine undertaken out of its own resources is around 
48 lakh ml. The Institute had supplied during 
1983-84, 42.74 lakh ml. of antirabies vaccine for 
treatment of human patients and 4.67 lakh ml. for 
the treatment of animals. During 1984-85, the 
Institute has supplied 29.5 lakhs ml. of Antirabies 
Vaccine so far (till 30th November, 1984) to vario- 
ous States mainly, Tamil Nadu, Andhra _ Pradsh, 
Karnataka, Kerala, Orissa, Maharashtra and Madhya 
Pradesh as well as to the World Health Organization 
Yor supplies to Nepal and Sri Lanka. With the help 
of W.H.O./UNDP. aid, the Institute has taken up 
the Pilot project for production of Tissue Culture 
Antirabies Vaccine and the relevant studies in this 
regard have been completed . 


2.13.3 The Regional Workshop on the production 
of Tissue Culture Rabies Vaccine was organised at 
the Pasteur Institue of India, Coonoor during the 
month of July 1984 and nine representatives of six 
countries participated to learn modern technology. 
The Workshop was assisted by two WHO Consul- 
tants with the Director and the Deputy Director 


acting as temporary advisers . 


2.13.4 To improve and establish the modern te- 


chnology in the Production of Tissue Culture Rabies 


Vaccine, the Director also attend a Consultative 
Committee Meeting on the same subject at WHO 
Headquarters, Geneva during the mnoth of October 
1984 and also visited France as a member of the 
Indian delegation to explore the possibilites of col- 
laboration between the Governments of France and 
India in the health sector. 
DTP| Group Vaiccines 

2.13.5 Since 1977, the Institute has been im- 
plementing the Central Scheme of Production of 
DTP Vaccines for the National Expanded Program- 
me of Immunization with 100 per cent Grant-in- 
aid from the Government of India. During 1982- 
83, the Institute had supplied 47.68 lakh doses of 
DTP Vaccine, 11.56 lakh doses of DT Vaccine and 
16.34 lakh doses of TT Vaccine to the Southern 
States of Tamilnadu, Karnataka, Kerala and Pondi- 
cherry under the EPI Programme. During 1983- 
84, the Institute has supplied 56.00 lakh doses of 
DTP Vaccine, 35.53 lakh doses of DT Vaccine, and 
50.30 lakh doses of TT Vaccine to the States of 
Tamilnadu, Karnataka, Andhra Pradesh, Kerala 
and Pondicherry. During the year 1984-85, its 
third year of production, the Institute is geared to 
supply 60 lakh doses of DPT Vaccine and 50 lakh 
doses each of DT and TT Vaccines under __ this 
programme. Till date (30th November, 1984), the 
Institute has supplied during the year 38.17 lakh doses 
of DPT Vaccine, 35.11 lakh doses of DT Vaccine 
and 34.44 doses of TT Vaccine to the various 
States of Southern India under the EPI Programme. 


2.14. All India Institute of Speech & Hearing, Mysore 

2.14.1 The All India Institute of Speech & Hear- 
ing Mysore was set up in August 1965 as an Aufo 
nomous Body registered under the Societies Regis~ 
tration Act. The objectives are: 

(a) to provide and assist in general professio~ 
nal and technical education and training in 
speech and hearing for graduate, post- 
graduate and doctorate courses of the 
University as also to various categories of 
personnel, for example medical, para-me- 
dical and non-medical, etc. 
to undertake, organise and facilitate study 
courses, conferences lectures, seminars 
publication of journals and research papers 


(b) 


etc. 
(c) to provide and assist in providing facilities 


and encouragement to research in speech 
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and hearing as well as providing services 
both clinical and surgical for the handicap- 
ped. 
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(d) to educate the public about communicative 
disorders and to stimulate interest in speech 
and hearing through publicity and com- 
munication by coordinating with other 
agencies and institution|professional — asso- 


ciations. 


2.14.2 The Planning, organising, staffing, adminis- 
tration|management, etc., of the institute vest in 
the Executive Council, the Financial Sub-Committee 
and the Academic Sub-Committee. The Executive 
Council is headed by the Union Minister for Health 
and Family Welfare who is the Chairman of the 
Council. The Financial Sub-Committee and _ the 
Academic Sub-Committee are headed by Additional 
Secretary, Ministry of Health and Family Welafare 
and Additional Director General of Health Services 


respectively. 


Performance 


Speech Pathology: It provides clinical servi- 
ces to 2662 for Speech Disorders. 
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2. Audiology: While providing effective clinical 
services to the people suffering from hearing 
loss it had undertook a survey of cases ‘who 
have been issued hearing aids under Social 
Welfare and for danaid users. It provided 
Consultancy services to UNICEF and Nepal. 


3. Clinical Psychology: This department has 
successfully completed an investigative pro- 
ject studies on “the relationship between e€x- 
traversion and introversion and neuroticism 


with statterers” . 


4. Speech Science: The department has taken 
up Speech and Voice Extension Service by 
providing training and counselling to public 
speakers, singers and teachers. 


5. E. N. T.: Diagnostic and surgical services 
are tendered for the restoration of voice and 
hearing imporvement. It undertook a research 
project on “Cryotherapy for cancer in speech. 
and hearing field”. It rendered clinical and 


surgical service to 8176 cases. 
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Technical Services 


(a) Installed and commissioned Central A.C. 
Plant for the Audiology Deptt. of the Ins- 
titute. 


Assistance rendered to instal and to com- 
mission a stand by diesel generator in the 
Institute premises. 


(b) 


(c) Modification and thorough check-up clinic 
building with respective utility was evalua- 
ted and new plans were submitted to bring 
changes, 


Research and Development: 
were completed successfully: 


The following assgnment 


(i) Analysis of signals generated by toys used 
for screening and training of hard of hear- 
ing children. 

(ii) Narrow band active filter set has been deve- 
loped and fabricated for research purposes. 

(iii) A mini infant audiometer has been deve- 
loped and fabricated for testing children. 

(iv) A sound intensity meter has been developed 
and fabricated to be used in the clinic, 


2.14.3. Official Language Use of Hindi 


Under the Hindi Teaching Scheme classes were 
conducted for PRABODH and PRAVEEN examina- 
tiOn at the Institute. 


2.14.4. Conferences| Workshops 


The Department of Speech Pathology organised a 
workshop for the Parents of Hard of Hearing Child- 
ren from 8th October to 10th October, 1984. <A 
Workshop on Neurolinguistics is scheduled in Jan- 
wary 1985, under the auspices of the above depart- 
nent. 


3udget: The budget for All India Institute of Speech 
id Hearing, Mysore for 1984-85 is Rs. 28.14 
akhs and Rs. 15.00 lakhg ip respect of Non-Plan 
nd Plan schemes respectively. 


Aedica] Records: The Clinical and Extension Ser- 
ices of the Institute during 1984-85 (upto October, 
984) includes: 


1. New Cases 5180 
Daily Average 27.40 
2. Therapy Cases 8587 
Daily Average 45.43 


TLL 
40.85 


4. No. of Hearing Aids issued 
Scheme of Social Welfare Ministry: 
Free of Cost 480 
50 per cent Cost 49 (upto 27-12-84) 


3. Repeat Cases 
Daily Average 


under the 


2.15. All India Institute of Hygiene & Public Health 
Calcutta 


2.15.1 The All India Institute of Hygiene & 
Public Health was established in Calcutta on 30th 
December, 1932. It is the oldest school of public 
health devoted to postgraduate teaching and research 
in various disciplines of health and related sciences 
both in India and in the South East Asia region. 


Chief objectives of the Institute: 


1. To develop health manpower by providing 
postgraduate facilities of the highest order. 


2. To conduct research directed towards the 
solution of various problems of health and 
diseases in the community, 

3. To evolve and develop methods for opti- 
mum utilization and application of the re- 
sults of both pure and applied research to- 
wards protection and promotion of health. 


252) Training 


The Institute conducted during the ..year three 
master degree courses, seven diploma courses, two 
certificate courses and many orientation organisa- 
tions. This ig the only Institute which provides multi- 
professional health training facilities for various dis- 
cipInes such as medical doctors, engineers, nurses, 
nutritionists, dietetions, health educationists, epide- 
miodlogists, microbiologists, etc. During the year 
310 students were registered for training in various 
courses. Of these 3 were international students and 
the rest were from different States/Union Territories 
of India. Seven students enrolled for research work 
leading to Ph.D. degree of the Calcutta University. 
The number of students in the degree, diploma and 
other courses was as follows: 


1. Degree Courses : 42 
2. Diploma Courses 194 
3. Certificate Courses : w 
4. Short Courses 67 


2.15.3. Services 


In addition to providing health care delivery servi- 
ces to the people athte Urban nand Rural Health 
Centres attached tothe Institue, the deparments un- 
dertook the responsibilities for providing technical and 
consultative service to various government industries 
and organisations thoughout the country. The 
Urban Health Centre, Chetla was established on 
30th December, 1955. It covers an area of 3.9 Sq. 
km. and caters to an estimated population of 97.385. 
The activities comprise registration of vital events, 
medical and laboratory services, programme for the 
control of communicable diseases, MCH, Family Wel- 
fare, School Health, Nutrition and Health Education 
Services. 


2.15.4 The Rural Health Unit and Training Cen- 
tre Singur was established in 1939. It covers an 
area of 58.5 Sq. Km. spread over 60 villages and 
caters to an estimated population of 63,087. The 
activities of the centre are identical to the Urban 
Healh Centre, Chetla with environmental sanitation 
forming a strong component. 


2.15.5 This rural health ecntre is ear-marked 
for rural community health training centre for the 
Community Health Officers (CHO) of the different 
States specially for the North Eastern States/UTs of 
India, 


2.15.6 Technica] and consultative services to 
various industries and organisations were provided by 
the departments of Biochemistry & Nutrition, Sanitary 
Engineering, Microbiology, Occupational Health and 
Veterinary Public Health. Some of the importment 
consultative as well as technical services extended 
during the year were as follows:— 

Water Supply System of CPT and IOC Township 
at Haldia: 

At the request of these organisations detailed study 
on “Source of water and distribution system” was 


The net work was analysed and modification 
water were 
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made. 
required for equitable distribution of 
suggested. 

2. Solid Waste Management Programme of CMDA 
in the Municipal Town under the World Bank 
Aided, Calcutta Urban Development Project III: 


Under this Programme training, demonstration and 
advisory services are being provided to 40 municipali- 
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_ to Port Health Organisation, Calcutta 


ties under CMDA, Project reports for improved solid 
Waste Management systems (CWMS) have been pre- 
pated for .. municipalities during the year. 


3. At the request of the High Court, Calcutta, 
more than 400 water Samples were analysed in col- 
laboration with the Department of Microbiology and 
reports was submitted to the High Court. 


4. Technical services Were Tendered to UNDP 
project for bacteriological analysis on drinking water 
collected from tube-wells, tanks etc., of rural and 
urban areas. 


5. Routine Yellow Fever inocculations were given 
to 175 persons and 1315 doses of vaccine Were isseud 
and to Airport 
Health Officer, Dum Dum. 


6. 830 water samples from 
CPWD, Part Health Organisatio 
Steel Plant, Hindustan Petrolium 


organisation viz. 
n, Air Port, Bokaro 
, AIR, Durdarshan, 


etc. 
7. The medical Officer of the Mass Chest of the 
Radiographic Unit was deputed to run the T.B. 


Clinic at the Urban and Rural Health Centres and to 
provide the necessary help and guidance to the wor- 
kerg for the tuberculosis control programme there. 

8. Work in the Radio Immuns Assay (RIA) 
Laboratory has commenced this year for estimation of 
various circulatory serum hormones. 


9. Consultancy services were also rendered to the 
Planning Commission, Government of India for pre- 
paration of the Seventh Five Year Plan for medical 
education training manpower; Regional Medical Re- 
search Centre, North Eastern Region (ICMR) and 
Integrated Child Development Scheme. Government 
of India, 

10. Provided diagnostic services for animal dis- 
casss like rabies, brucellosis, tuberculosis and parasitic 
infections on the material received from West Bengal, 
Tripura, Nagaland and Mizoram. Also investigated 
on bovine abortion in West Bengal Veterinary 
public health services and promotive activities were 
continuing in two villages, one at Midnapore and the 
other at 24 Parganas. 


11. Chronic arsenic poisoning from tubewell waters: 


The present report is the first of its kind in this 
part of the country. Cases of arsenical dermatoses 
were reported from some villages under 24 Parganas, 
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Nadia, Burdwan and Malda districts. Out of affected 
families of 78,86.7 per cent suffered from the disease; 
Attack rate was 100 percent in 9 families. The 
youngest patient was a child of 14 months and the 
oldest was 65 years. 


12. Dysentery appeared as epidemic in several 
districts of West Bengal in March, 1984. At the re- 
quest of West Bengal Government, a team from this 
Institute visited the worst affected districts for expert 
opinion. 

2.15.7 Research: Advisory Council continued to 
encourage research and to assist in the preparation of 
the research protocols. A total of 65 research sche- 
mes were taken up. 


2.15.8. Research Publications 


The research workers who include teaching and 
non-teaching staff as well as research scholars sup- 
ported by ICMR, CSIR, etc. have published 105 


publications, inclusive of the abstracts in various jour- 
nals of national and international repute. 


2.15.9 Guidance and atinulus to researchers were 
provided by the Research scheme and provide gui- 
dance plus encouragement to research workers. 
Seminars and scientific lectures were conducted for 
this purpose. 


2.15.10 The following seminars and training 
courses were conducted at the national level: 


1. Training Courses for Mid-level Managers 
on EPI (January, 1984). 

2. Organised an exhibition and film show for 
the child health, nutrition and diarrhoeal 
disease control programme under the ICDS 
Project (May 1984). 

3. Organised workshop under WHO Project 
for District Public Health Nurses for diffe- 
rent States/UTs of India. 

4. Training of MPW for District Leve] Offi- 
cers. 

5. Community Health Officers Courses 
6 months (started from April, 1983), 

6. Organised refresher course for Port Health 
Officers . 

7. Key Trainers Training course under MPWs’ 
scheme was held at this Institute during the 
petiod under report. 


for 


2.15.11. Budgets 


During the financial year 1984-85 an amount of 


Rs. 122.72 lakh was expended for the activities of 
the Institute. Breakdown of this amount was as fol- 
lows: — 
Non-Plan Plan 
(In lakhs) (In lakhs 
1. Salaries and Wages §0.30 8.08 
2. Travelling Expenses 0.60 0.52 
3. Office Expenses 4.75 0.54 
4. Other Charges 0.17 — 
5. Payment of Professional 
Charges 0.10 a 
6. Rent, Rates & Taxes 1.45 — 
7. Machinery & Hquipment 8.40 2.46 
8. Material & Supplies 4.25 1.10 
Total 110.02 12.40) 


2.15.12. Anticipated Programme for 1984-85 


Anticipated programme relates to increase in the 
number of MD (SPM) seats from 7 to 25, introduc- 
tion of new courses e.g. M.Sc. (Community Nurs- 
ing) and MD (Microbiology) and MD (Epidemo- 
logy). Other programmes include expansion and 
modernisation of the Library, jmprovement of class 
room facilities and strengthening of health services at 
both the Urban and Rural Health Centres. Trace 
Element Analysis Unit and RIA Unit have started 
functioning, which need additional facilities. 


2.15.13 Meetings and Seminars attended by the 


Senior Faculty, Members: 


Senior members of the faculty participated in in- 
ternational/‘national level meetings and seminars and 
contributed to their deliberations. 


Continuing Medical Education of Model Teachers 


2.15.14 Considerable importance is being attach- 
ed to the sitbject of Continuing Medical Education all 
over the world. W.H.O. has been laying stress on 
this scheme which is primarily meant to provide faci- 
lities for the training of teachers in various Faculties 
of the medical colleges in the science and technology 
of medical education. Recognising this need for 
maintainigg and updating the standards of medical 
education and training in medical colleges, a National 
Scheme of ‘Continuing Medicaj Education of Model 


Teachers’ was evolved and has been in operation dur- 
ing the Sixth Plan period, National Teachers Train- 
ing Centres have been set up in different regions of the 
country. ‘Till the beginning of 1984-85 three such 
Centres were in operation at JIPMER, Pondicherry, 
PGIMER, Chandigarh and IMS, BHU, Varanasi. 
Two more such Centres have been sanctioned at M.A. 
Medicaj College, New Delhi and B.J. Medical Col- 
lege, Ahmedabad. Grants are released to these Cen- 
tres in accordance with the approved pattern of assis- 
tance. However, this patiern of assistance ig being 
revised and is likely to be made applicable from the’ 
Seventh Plan. 


2.15.15, Activities 


The National Teachers Training Centre at JIP- 
MER, Pondicherry, conducted 15 National Cour- 
ses on Educationa] Science in which nearly 300 medi- 
cal teachers from 60 medical colleges of our country 
including W.H.O. Fellows from abroad have been 
exposed to the Technology, 


2.15.16. The National Teachers’ Training Centre at 
Chandigarh conducted 4 Nationa] Courses to a, 
Promote the training of teachers in educational 
Science and Technology (2) Promote the Deveiop- 
ment and application of Educational Process (3) 
Promote and conduct educational research and (4) 
A Workshop on Educational development activities. 


2.15.17. The National Teachers Training Centre 
at the Institute of Medical Sciences, B.H.U., Vara- 
nasi, has successfully completed the commitmert 
regarding group educationa] activities for the bien- 
nium 1982 and 1983 for which the World Health 
Organisation has allocated certain funds. The Cen- 
tre has so far conducted three mins workshops for 
the local members of the faculty of medi- 
cine and one National Course for the teachers of the 
medical colleges in Eastern and North Eastern India. 


2.15.18 A budget provision of Rs. 7.00 lakhs 


exists for these centres during the year 1984-85. 
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2.16.1. The Indian Council of Medical Research 
(ICMR) as the apex body in the country of promote, 
co-ordinate and formulate bio-medical and health 
research, continued its various activities during the 
year on the lines and modified strategies devised in 
the early part of the 6th Plan period. As in the 
past, the research programmes of the ICMR were 


-visory Group, which 


implemented Many through its permanent Researcti 
Institutes/Centres and also by meang of extramural . 
research through the Council’s Centres of Advanced - 
Research national multicentre coordinated projects 
(mainly formulated by the Task Force approach} 
and through a large number of ad-hoc Research Prae 
jects and Research Fellowships at various Research 
Institutions| Medical Colleges|Universities in the 
country. 


2.16.2. Communicable Diseases 


Research on basic epidemological, clinical, immu 
nological, etiological, therapeutic and other aspects of 
major communicable diseases like malaria, filariasis, 
cholera and entric diseases, tuberculosis, leprosy, 
leishmaniasis as well as viral diseases has formed a 
major component of the Council’s research activities. 


2.16.3 Contraception, Maternal and Child Health and 
Nutrition. 


During the current year, the Council pursued its” 
research activities in the field of contracepton, mater- 
nal and child health and nutrition. The vaccine 
development for contraception has been initiated un= 
der National Co-ordinated Project. Several collabo- 
rative research studieg are going on which are aimed 
at reducing maternal and infant mortality. The 
Council initiated different Task Forces in the field of 
nutrition and also initiated a study of evaluation of 
National Nutrition and also initiated a study of eva- 
Iuation of National Nutritionanaemig Prophylaxis 
(Programme. 


2.16.4 Non-Communicable Diseases 


The major thrust areas of research on non-commus- 
nicable diseases have been mental health, cardiovase 
cular diseases, cancer, environmental and occupatior= 
al health, opthalmic sciences, oral health, disability 
and rehabilitation including visual, physical and heare 
ing impairment, 


2.16.5 Traditional Medicine 


The Council is currently taking steps to activate 
research in Traditional Medicine. In accordance with 
the recomendations of the Scientific Advisory Board 
of the Council, the Council revived its Advisory 
Group on Traditional Medcine in 1983. This Ad+ 
comprises outstanding experts 


it: traditional as well as modern systems of medicines 
and basic sciences, met in November, 1983 to iden- 
tify a list of priority areas for research in traditional 
medicine. 


2.16.6 Publication, Information and Communication 


Publication. information and communication actii- 
vities of the Council were continued and intensified 
during 1984. The Integrated Research Information 
System, set up for implementing and maintaining a 
computerized Management Information System, 1s 
actively engaged in implementation of the compu- 
terized system. The designing of the system has 
been completed and partially developed and tested 
On the computer, The Council took part in the 6th 
World Book Fair organised by the National Book 
Trust of February, 1984. As in the past years, the 
Council organised Seminars, Lectures and Symposia 

to take stock of the research work already carried 
out and had drawn up new research Programmes. 
136 new Fellowships were awarded during 1984-85 
and the number of fellows in position is 768. 


The following provision exists for the ICMR.— 


(Rs. in lakhs) 
bits abies, B.E. 1984-85 7 
ee 4 ME Res Tseng beige 00 
Non-Plan . 621-11 
Wendin 


2.16.7 During the year, the total number of ad- 
hoc Projects including Task Force Projects (on-going 
and new) was 494. The Projects relate to research 
in the fields of communicable diseases like Malaria, 
Cholera, Filariasis, Leprosy, ete., and non-commu- 
nicable diseases in the area of Mental Health, Cardio- 
vascular diseases, ‘Rhumatic Heart diseases, etc., and 
also in the field of Nutrition, Reproductive Biology, 
Maternal and Child Health. 


2.17 Indian Nursing Council 


2.17.1 The Indian Nursing Council is a statutory 
body constituted under the Indian Nursing Council 
Act, 1947. The Council js responsible for regulation 
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and maintenance of a uniform standard of training for 
Nurses, Mid-wives. Auxilary-Nurse-Midwives and 
Health Visitors. The Council prescribes syllabus and 
regulations for various nursing courses. 


2.17.2 The Council compiled its Annual Statistical 
Report for the year 1982 from the information col- 
lected from the State Nursing Councils in India. Com- 
parison between the year 1981 and 1982 shows that 
there was not much increase in the number of student 
nurses etc. and also the number of Schools. There are 
295 General Nursing and Midwifery Schools; 329 
Auxiliary Nurse-Midwifery (Health Workers: Male 
and Female) Schools; 24 Health Visitors (Health 
Supervisors) Schools and 8 Colleges of Nursing in 
India. 


2.17.3 The Inspection of Nursing Schools and Exa- 
mination Centres is essential to maintain uniformity 
and high standard of nursing education in the Council. 
27 Schools and 4 (Four) Colleges have been inspected 
during the period from April, 1983 to May, 1984. 
Only 4 inspections were done during this period. All 
these institutions were inspected for the second|third 
time. The first and second round of inspection has 
been mostly finalised. 

2.18 Dental Council of Indig 

2.18.1 The Dental Council of India is a statutory 
body which was set up under the Dentists Act, 1948 
with the prime objective of regulating the dental edu- 
cation, dental profession and dental ethics in the Coun- 
try. For this purpose, the Council periodically carries 
out inspection of the dental institutions to ascertain the 
adequacy of courses and facilities available for the 
teaching of dentistry. 


2.18.2 The Council received requests from the State 
Government of Jammu & Kashmir, Nagarjun Univer- 
sity, Guntur and various other educational institutions 
for allowing them to open new Dental Colleges or to 
start the 4-years’ degree course in Dentistry or post- 
graduate course in any one of the 9 specialities 
dentistry. 


of 
The Council accorded permission to the 
Madras Dental College, Madras for starting MDS in 
Oral Medicine, Diagnosis and Radiology. 


2.18.3 After consulting the concerned State Dental 
Councils and the concerned State Governments, the 
Dental Council of India has accorded jts recognition 
to the Dental Hygiene Certificate qualification being 


awarded by the Board of Intermediate education, 
Andhra Pradesh, Hyderabad and Patna Dental Col- 
lege and Hospital, Patna. 


2.18.4 The Fourth Pay Commission has been ap- 
proached for considering the proposal for treating the 
Dental Surgeons as Medical men instead of their being 
grouped with non medical personnels. 


2.19 National Institute of Communicable Diseases, 
Delhi 


2.19.1 The Institute was established in July, 1963 
by expansion and re-organising the activities of the 
erstwhile Malaria Institute of India with the following 
objectives. 


(i) undertake research (fundamental and applied) 
on all aspects of Communicable Diseases; 

(ii) provide services in the matter of planning 
health programmes, organising field investi- 
gation of communicable  diseases/out- 
breaks and suggest control measures; 

(iii) Organise training programmes, both at Na- 
tional and International levels for raising 
trained manpower for programme manage- 
ment and augmentation of research; and 


(iv) advise the Government in the matters related 
to health planning in respect of communi- 
cable diseases. 


2.49.2 Organisation 


The above activities of the Institute are carried out 
through seven divisions, namely, Biochemistry, Epi- 
demiology, Medical Entomology & Vector Control, 
Microbiology. Helminthology, Training & Malariology 
and Zoonosis, Besides, the Institute has seven _ field 
stations in different parts of the country viz; Coonoor 
(Tamilnadu), Varansi (Uttar Pradesh), Calicut 
(Kerala) Rajahmundry (Andhra Pradesh), Alwar 
(Rajasthan), Bangalore (Karnataka) and Patna 
(Bihar). The field stations are maintained to under- 
take specific epidemicological studies ag well as to 
assist in the training programmes. Further to intensify 
researches in Malaria and Inspecticides, the Institute 
established, during 1979 a field station at Jagdalpur 
(Madhya Pradesh). 


2.19.3 The Institute provides reference/evaluation 
services, recognised at the National/International 
levels, for different diseases, immunizing agents, drugs 
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and pesticides. It also has facilities for quality con- 
tro] of BCG and Smallpox vaccines. 


2.19.4 The Institute has been rendering pioneering 
service in the training of professional staff of work in 
Malaria, filariasis, epidemiology and control of com- 
municable dicases, advanced medical entomology, gas- 
troenterities and related fields. These courses have 
attracted national and internaional participants. Fur- 
ther scientists in these fields are brought together to 
get acquainted/reviewed recent development through 
workshops/seminars funded by WHO as well as Na- 
tional Government. 


2.19.5 Research Activities: — 


The highlight of the research activities carried out by 
different Divisions/fields stations are briefly stated 
below: 


(1) Epidemiology Division: Epidemiological in- 
vestigations carried out in different parts of 
the country included (i) Viral hepatitis in 
Gujarat (11) meningitis in Delhi and Gurgoan 
(Haryana) (iii) Measles in Delhi and Raj- 
asthan and (iv) suspected outbreak cf 
plague in Dhanbad. The Division also 
provided 2,500 anti-cholera inoculation to 
the residents of the refugee camps in Delhi. 


(2) Microbiology Division:—A suspected fact of 
plague in Himachal Pradesh was investigated 
in Sept. 84 with negative results. 

(3) Microbiology Division: The Division pro- 
vided laboratory support for the epidemiolo- 
gical investigations in the country. Besides 
these, the Division provided quality Control 
test for BCG polio and measles vaccines 
manufactured/imported into the country. 


(4) Biochemistry Division: Studies on raising 
purified antigens against infection of P. fal- 
ciparum and donovoni were continued. 


(5) Division of Medical Entomology & Vector 
Control: The Division continued to provide 
research support to the organising vector 
dorme disease, contro] programmes, in the 
country. Special investigations included dv- 
namics of malaria transmission at Badhkal 
Lake near Faridabad. Bailadila iron ore 
project area in Baster district. Besides these, 
the Division carried out Bioassay tests of 
ten new compounds, 
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(6) Division of Helminthology: Various research 1984 shows that 89 districts are endemic, affecting 
studies on epidemiology, Chemotheraphy, 14,352 villages in 604 primary health centres. The 
immunology and Vector Control progressed search has also revealed that about 4005 villages had 


during the ycar. Filaria surveys were ex- been continuously free from the new cases for three 
tended to Jammu & Kashmir and Jaipur in continuous years which are eligible to be declared free 
| Rajasthan. from infection. The State of Tamilnadu, as a whole, 
2.19.6 Training: Training continued to be the major is an example of case free area. 
activity of the Institute and number of long term/short ee er | 
rae at py Seas z & / ; 2.20.3 Two training courses for district level health 
term. courses/workshops/seminars were conducted. gags i. ; 
and engineering officers were held at the Institute bene- 
Both at Headquarters and Branches. The subject dealt . 
Re siinenlncy dtalnna- antonio! 0; fiting 49 officers. The state governments have  pre- 
C Male sy, Malaria molo A pi- : ; 
exis MO LOEY sh E pared sufficient quantity of health education material 


demiology and control of Communicable Diseases wee of 
= ee aioe > for involving community in this programme. The 7th 
Guineaworm, epidemiology, Filaria epidemiology and | : ; i 
6a trol expanded pros: eee pick verona , Task Force meeting on guineaworm eradication was 
S é amme on i ion, re- ; 
eas : ; held at Udaipur in July, 1984, which reviewed the 


fresher courses in dirrhoeal diseases and jet Injector ; 
. progress of the programme and recommended an in- 


courses. 

| ead | : dependent evaluation of the programme by January, 

2.20 Guineaworm Eradication Programme 1985. The preliminary work for conducting national 
2.20.1 The Government of India, realising the possi- evaluation of guineaworm eradication has been taken 

bility of eradication of guineaworm, initiated a centrally up. 

peices Me oe, 1982. The programme IM- 454 Central Research Institute, Kasauli 


2.21.1 Since its inception in 1905, Central Research 
Institute, Kasauli has developed into an organisation of 
a reat eminence in the field of research on medical 

b) Providing new safe water supply or convert- & ; ; 
(b) . : PPy health problems, production and quality control of 


ing the existing ones as the source of safe | pees: : : ie 
S Bae RA Immunobiologicals and for its teaching and training 
water as a priority in the affected villages. | 


(a) Delimitation of the endemic areas by annual 
active case search; 


_. Chemical treatment of water source will be ee aa 
carried out till safe water is provided; 2.21.2 Production 

(c) Education of the communities to prevent The Institute is the biggest and most comprehensive 
entry of active cases with blister into drink- producer of Immunobiologicals viz. DPT, DT: TT, 
ing water source and to prevent taking un- — Antityphoid, Antirabies and Cholera Vaccines and also 
boiled or unfiltered water from the infected — f4 Antisera viz Anti Snake Venom Serum, Tetanus 
eae Anti Toxin Serum, Diptheria Anti Toxin Serum, Nor- 


(d) Occulisive bandages for management of the mal Horse Serum, Anti Rabic Serum and Diagnostic 
Reagents|Antigens etc. During the year 1983-84 and 
1984-8% upto 31-10-1984, the Institute manufactured 
and supvlied the following quantities of Vaccines and 


cases is also recommended. 


2.20.2 So far. 9 active case searches were carried 
put in endemic states. uring 1984, two active cases— 


searches were catried out. Data reviewed upto June, Serum:-.- 
antities manufactured Quantities Ri Supplied 
pemmsio le ERS 983-84 1984-85 1983-84 1984-85 
(upto 31-10-84) (upto 31-10-84) 
Triple Vaccine. ; SUR’ _ 95,78,590 Doses 60,54,660 Doses . 96,30,590 Doses 59,97,820 . Doses 
Comb. Diph.& Tetanus Vaccine . 1,03,56,949 3 87,08,449 ss 96,23,940 Doses 91,49,980 Doses - 


Tetanus Toxoid (A). 2,49,46,320 ” 1532,12,900 0 2,41,08,720 Doses 1,39,30,720 Doses 


“Typhoid Vaccine (Mon) . , '1,49,760 ml. 
Typhoid Vaccine A.K.D. (Memo) : 


et A 


1,98,040 ml... 
41,000 I.D. Doses 


ea 


< 


..Name of the Product . 


- 2.21.3 This is the only Institute which produces 
Yellow Vaccine in South East Asian Region. 


2.21.4 An agreement has been reached between the 
Government of India and the Govt. of Japan for manu- 


facture of Japanese Encephalitis Vaccine. 


The Pro- 


ject is passing through the initial stages of implementa- 


tion. 


2.21.5 » Quality Centro} 


. (a) The Institute is a standard bearer and trend 


setter for the production techniques and qua- 


lity control of Immunobiologicals for which 
it is. also the Central Govt. Laboratory under 
the Drugs and cosmetics Act for the country 
as a whole, the original provisions for the 


» production of various Immunobiological con- 


tained in the Drugs. and Cosmetics Act were 
not only drafted but finalised at this Institute 
and the Officers of the Institute were the 
inspecting Officers in the various laboratories 


‘to determine their fitness or otherwise. for 


production of Immunobiologicals when .. the 
Act was enacted for the first time, 
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-———— : 
a a a ee Ee et LS Se ee Se ee oe 


Base aw ate pti 
: (upto 31-10-84) (up‘o 31-10-84) 
Typhoid Para ‘A’ (Bivalent) 8,72,480 ml. 4,46,660 ml. 9,13,660 ml. 5,909,230 ml. 
Typhoid Para A.K.D. (Bivalent) 27,200 Doses 1,840 LD. 15,320 IDDs 
Doses 
: Children 92,46,600 ml. 46,48,600 ml. 93,47,309 ml. 49,11,510 ml. 
Cholera Vaccine | Ae eo Bi td a 84,22,500 ml. 1,24,07,350 ml. 91,41,650 ml. 
Con. Cholera Vaccine 7,20,000 ml, 3,15,000 ml. 7,20,000 ml. 3,15,000 ml. 
~ (Anti Rabic . 51,20,790 ml. 27,60,310 ‘ml. 50,80,845 ml. 28,65,155 mi. 
| Vaccine (H) . 
Anti Rabic (Vaccine (D) 3,150 ml. FARRER sl F 8,030 ml. 5,860 ml. 
Anti Rabic Serum . 61,220 ml. 28,400 mi. 54,310 ml. 32,165 ml. 
C.A.V.S.. Dry/Liquid 3,248,970 — mi. 3,02,420 ml. 3,45,540 ml. 3,84,510 ml. 
T.A.T.S. 1500 Unit 13,582 Amps. 10,710 Amps. 11,447 Amps. 13,751 Amps. 
T.A.T.S. 10000 Units 12,054 Vials 1,754 Vials 9,704 Vials 3,554 Vials 
D.A.T.S. 10000 Units 14,200 Vials 4,221 Vials —-13,338 Vials 5,186 Vials 
Normal Horse Serum 55,649 ml. 40,600 ml. 12,300 ml. 
Diagnostic Antigens. 2,71,000 ml. 1,47,702 mi. 2,64,530 ml. 1,60,582 ml. 
Yellow Fever Vaccine 37,680 doses 20,247 doses 9,266 Doses 


tle peneeeerensteseas rs snenr oc enews. ee 


re 


(b) The Biologicals Standardization & Quality 


Control Division of the Institute is not only 
responsible for independently testing the 
immunobiologicals produced in the Institute 
but also for testing the same produced by all 
the manufacturing Institutes in the Country 
and even for those which are imported in the 
country. This Division also prepares Na- 
tional Reference Standards caliberated against 
international standards for supply to all manu- 
facturing institutes free of cost. Standard 
fetanus anti toxin, standard diphtheria anti 
toxin, Standard diphtheria anti toxin for 
flocculation, Standard gas gangrene, 
antitoxin standard, standard anti Rabic vac- 
cine are the standards prepared and sup- 
plied by the Institute. | Work on production 
of national reference standards for other Vac- 
cines and Sera is in progress, This Division 
also trains the Scientists engaged] to be en- 
gaged in similar activities not only jn the 
country but in the South East Asian Region 
for which they are sponsored by the W.H.O. 
and other international agencies. 


(c) Polio Vaécine Testing Unit was transferred 
from National Institute of Communicable 
Diseases to this Institute in 1979 and since, 
it has creditably and efficiently tested not 
only the imported batches of Vaccine but 
also the trial batches manufactured by Haff- 
kine Institute, Bombay, at various stages; 


The National Centres for the National Col- 
lection of Type culture, National Salmonella 
and Escherichia Centre and National Influ- 
enza Centre, have also been established here 
and they have done commendable work. 


(d) 


2.21.6 Training 


The Institute arranges training in the field of produc- 
tion and quality control of Vaccines and Sera. Trains 
the Drug Control Officers all over the country in the 
manufacturing and testing efc. of vaccine and sera. 
It also conducts regular courses for training of Doctors 
and Veterinarians in the Diagnosis, Prevention & Treat- 
ment of Rabies. It has held courses for Health Labo- 
ratory Technicians in collaboration with W.H.O. and 
held National Workshop on Identification & Seroty- 
pingon Salmonella, National Symposia have also been 
held including National sysmposium on Salmonella 
Infections in India in which 35 Scientists from all over 
the country participated. 


2.21.7 Teaching 


The Institute conducts regular courses for B.Sc., 
M.Sc., M. Phil (Microbiology). There are 43 students 
on the rolls in these various courses. The Institute has 
been recognised by several Universities for Ph.D. and 
M.D. in Microbiology, Pathology, Bacteriology and 
other allied sciences. 6 candidates have already applied 
and have been registered for Ph.D. in Microbiology. 


2.21.8 Research 


Research studies of Medical Importance are being 
conducted regularly to improve the techniques of pro- 
duction and quality control of the vaccines and for 
production of more efficacious and less-toxic vaccines 
and sera. Study on sero-conversion after measles 
Vaccination in children is being continued alogwith 
the potency testing of the imported vaccine, conti- 
nued efforts are being made to develop newer 


vaccines like Measles Vaccine. In addition re- 
search on the on-going projects of _ stability 
of Tetanus Toxoid and  Portussis Vaccine, 


Lypopolysaccharide fraction of B. Para-pertussis and 
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type specific agglutin in response against pertussis 
vaccine is being continued. The National requirement 
of vaccines and sera for combating and containing the 
communicable diseases and thus massive production 
of these products at this Institute relegated the  re- 
search activities to significantly low levels and hence 
the Govt. of India acquires the erstwhile esates of 
L. L. Sanatorium for establishment of a separate Re- 
search & Training wing of this Institute in 1976. The 
process of re-adaptation of the buildings for the pur- 
pose is fast apace and departments of Parasitology, 
Mycology Mycobactericlogy and Immunology Division 
have been established. 


2.21.9 18 research papers have been sent for pub- 
lication during the year. 


2.22 National Tuberculosis Institute, Bangalore 


2.22:1 The National Tuberculosis Institute, Banga- 
lore was established in 1959 by the Government of 
India with the help of W.H.O.|UNICEF to evolve Na- 
tionally applicable methods of Tuberculosis Control 
and Training of Key personnel for T.B. Programme. 
The main functions of T.B. Institute at Bangalore are 
training of the essential medical and para medical 
personnel required to man the newly established} 
upgraded District T.B. Centres in the country and to 
undertake important epidemiological, Sociological 
Bacteriological and operational research connected 
with T.B. Control Programme. Two regular training 
courses of 10 weeks duration each for the medical and 
para medical personnel of the District T.B. Centres are 
conducted at the Institute. A total of over 4200 
personnel comprising of Medical Officer, X-ray Tech- 
nicians, Laboratory Technicians, Health Visitors etc. 
have been trained jn 50 Training courses held so far. 
Studies in short course chemotherapy, utilisation of 
multipurpose Health Workers in T.B. Programme ete. 
have also been taken up at the Institute. Re-orienta- 
tion seminars for Senior personnel of the States|Union 
Territories including teachers of Medical Colleges are 
also being held at the Institute. 

2.23 Central Leprosy Teaching and Research 
Institute, Changalpattu 


2.23.1 The patient care activities and out-patient 
services were continued as in the previous years, the 
highlights of the research activities during the year 
under review are outlined below: ; 


ta Laboratory Studies : 


Consequent to the full-fledged functioning of the 
new sections of Laboratories Division, g further in- 


crease in the activities took place during the year under 
review . 


Experimentaj Studies: Experimental studies with 
mouse foot-pad technique were continued on the fol- 
lowing aspecis viz (1) detection of sulphone-resistance 
M. leprae in lepromatous leprosy patients in Tamil 
Nadu (2) testing of the efficacy of Desoxy fructo 
serotonin and related compounds on the multiplication 
of M. Leprae in mouse footpads, (3) Testing of cer- 
tain Ayurvedic preparations for their efficacy on the 
multiplication of M, Leprae in mouse foot-paids, (4) 
to assess the viability of bacilli obtained from patients 
under treatment. 


Immunological Studies: Immunological studies  re- 
lating to C.M.L. in leprosy were continued on the fol- 
lowing two aspecis: (1) contact sensitisation with 
DNCB (Dinitrochlero benzene) and (2) Rosette test 
for IT cells and (3) Leucocyte migration inhibition 
tests in different types of leprosy. 


Macrophage culiure system employing the macro- 
phage as well as from the mouse peritoneal fluid has 
been standardised. It is proposed to apply this system 
for a study of drug resistance and viability during 


treatment. 
Serological Studies: Serological studies involving 
indirect hemogglutination tests (IHA), flourescent 


antibody tests using smears of whole becilli of BCG 
and lepro-agglutination tests were performed in diffe- 
rent types of leprosy and also in school children. 


Bacteriological Studies: A study of trophic ulcers 
with particular reference io anaerobic flora in trophic 
ulcers has been initiated during the current year. This 
is probably the first ever attempt in this direction. 


Study of nose blow sinears in multi-bacillary lep- 
rosy patients is being continued. 


Mosquito breeding has been started. Examination 
of pools of mosquitoes collected from the wards were 
examined for the presence of AFB. 


Biochemical Studies: Studies on screening tests of 
dapsone in urine are being continued. During the cur- 
rent year, the simple spot test has been compared with 
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haemogglutination inhibition tests (HI) for its field 
applicability. 


The study on drug jnterractions in leprosy is being 
continued. 


2. Surgical Studies: Surgical studies relates to the 
development of a new surgical procedure-dermadesis 
and flexor pulley advancement. This does not involve 
tendon transfer or grafting and gives appreciably good 
results. Other studies in this section were directed to- 
wards: 


(i) Identifying factors associated with the pre- 
sence and degree of absorption of terminal 
phalanx of the fingers, 


(ii) finding out the pattern of the loss of dif- 
ferent modalities of sensation in leprosy. 


Study of the effects of posterior tibial neurosvascu- 
Jar decompression on the sweat gland function in the 
sole of the foot has been undertaken during the cur- 
rent year. 


3. Epidemiological Studies: . The socio-medical 
studies undertaken during the last year are being con- 
tinued. The studies relate to investigations on the 
illness and service utilization behavious of leprosy 
patients, utilization of medical agencies and treatment 
compliance, community awareness about leprosy and 
participation in National Leprosy Control - Progtam- 
me, 

The other studies in the Epidemiology Division 
include ithe evaluation of adhesive zinc tape treatnient 
of ulcers in the field, study of the prevalence of secon- 
dary dapsone resistance and chemoprophylaxis against 
leprosy with acedapsone, 


4. Clinical Studies: Pulsed Rifempicin — theraphy, 
Clofazimine in the treatment of multi-bacillary thera- 
py and therapaeutic investigations in the treatment of 
acute lepra reaction were continued. A multi-drug 
therapy trial with Prophionamide, Dapsone — and 
Rifampicin in multi-bacillary leprosy which was star- 
ted during last year was continued during the current 
year. The. Clinical, Bacteriological, Immunological 
Studies as well as symptoms of hepatotoxicity are 
being followed in these cases. 


The study of effects of. levamisole as an immuno- 
potentiated in the treatment of multi-bacillary leprosy 
has been continued during the year. 


-As usual, thé Institute had very close inks ~with 
ICMR, during this year too. An extension of the unit 
for a co-ordinated study on different aspects of leprosy 
for one year (till March, 1985) has been sanctioned 
by LC.M.R. 


In addition ICMR hag also sanctioned the follow- 
ing specific projects which are under progress: 


1. A study of drug Resistance in M. leprae, 
2. A sitdy of Drug Interactions of Leprosy, 

3. Bacteriological and Immunological Studies 
in contacts of leprosy cases, 

4, Prevention of recurrent plantar ulcers by 
decompression of the posterior tibial nerve 
or surgical restoration of Muscle balance in 
toes, 

5. Long terms follow up study of corrected 
claw hands, 

6. Study of the Effectiveness of Short-term 
Multi-Drug therapy of pauci bacillary lep- 
rosy, . 

7. Study on the efficacy of anti-histaminic 


drug (Pheniramine Maleate). 


Several training courses in leprosy which have 
been conducted in this Institute during the period 
1984-85 are shown in the schedule attached. 


The following research projects funded by (TDR| 
‘WHO) have also been carried out during the year: 


1. Survey of Secondary Dapsone Resistance 
in a part of South India. 

2. Clinical and Therapeutical trials in untrea- 
ted lepromatous leprosy using multi-drug 
regimens, 

3. Immuno-epidemiologica]l studies (Phase 1) 
are being carried out in the field practice 
area of CLTRI with the financiai help from 
SEARO, WHO. 


Courses 
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2.24 National Institute of Mental Health and Neuro- 
Sciences, Bangalore 


2.24.1 The National Tustitute of Mental Health and 
Neuro-Sciences, Bangalore was established in Decem- 
ber, 1974 as an autonomous Institution registered 
under the Societies Registration Act. This is a natio- 
nal Institute rendering sérvice, training and research 
functions in the field of Mental Health and Neuro- 
Sciences. . The Institute is affiliated to the Bangalore 
University for the award of Degrees and Diplomas. 
In addition to the service activities, the regular teach- 
ing of M.D.D.M. (Neurol.), M.Ch. (Neurosurgery), 
in Psychiatric Social] Works, M. Phil. in Neuro- 
physiology, Ph.D. in Clinical Psychology, Ph. D- 
in Neurophysiology, Diploma jn Psychological 
Medicine, Diploma in Psychiatric Nursing and Dip- 
loma in Neuro-nursing are being held. The Banga- 
lore University has approved the following post-gradu- 
ate Courses:— 


1. M. Phil in Biophysics. 
2. M. Sc. in Psychiatric Nursing. 


These courses are expected to be 


started from Sep- 
tember, 1985. = 


2.24.2 The number of students admitted to the vari- 
ous post-Graduate Courses during 1984-85 is given 
in Annexure-I. The number of candidates who were 
declared successful in various examinations held du- 
ring August 1984 is given in Annexure-II. 


2.24.3 Most of the Departments of the Institute are 
invoived in the research work. The Institute has been 
conducting various research projects independently 
and under the auspices of the LC.M.R. The Institute 
organised Conferences and Seminars during the year. 
Members of the staff of the Institute went abroad for 
esearch and training in techniques and principies 
related to various aspects of mental health. 


2.24.4 The following statement shows admission to 
the various Post-Graduate courses during 1984-85:— 


once ee rr rs 


No. of Admissions 


M.D. Degree in Psychological Medicine 
Diploma in Psychological Medicine 

D.M. Degree in Neurosurgery 

-M.Ch. Degree in Neurosurgery 

Ph. D. in Cl. Psychology : ; ; 
M. Phil in Medical & Social Psychology . 
M. Phil in Psychiatric Social Work . : 
_Ph. D. in Neurophysiology 

M. Phil in Neurophysiology 

-Diploma in Psychiatric Nursing 


—————- ~_ 
— 


».C: S.T. 
Boys Girls Total 
8 1 9 a2 
16 3 19 2 1 
3 1 4 1 
4 me 4 Ess 
ie 4 4 ts 
2 10 12 1 
3 Tf 10 1 a 
1 1 2 ss 7 
2 A b; re 
oe 3 3 Sia ay. Si 
HERES EEA LS A 


zat... che following is the statement showing the 
number of candidates declared successful in the Uni- 
versity Examination held during August, 1984:—-. 


— 


Courses No. No. of 
appeared students 
successful. 
M.D. Degree in Psychologica 
Medicine. ; 9 7; 
Diploma in Beschalosieal Modieine 
Part-I, ; ; ; ; 14. 8 
(2 to be an- 
nounced 
later) 
Diploma in Jeet ale al Medicine 
Part-If 13 
D.M. Degree in Rewoneys Part Ul 3 5 
D.M. Degree in Neurology— Part III 3 | 
M.Ch. Degree in ees = 
Part-II . | Nil 
M. Phil-in Medical & Social Psycho. 
Viger Part-I : 12 8 
(2 to be an- 
nounced 
later) 
M. Phil in Medical and Social 
Psychology Part — II 9 t 
M. Phil in Psychiatric Social 
Work- Part If he ? 
M. Phil in Psychiatric Social 
Work— Part II 5 Results to be 
£ accounted, 
M. Phil in Neurophysilogy, Part—-A 2 —-do— 


M. Philin Neurophysilogy, Part— B I U 
2.25 All India Institute of Physical Medicine 
Rehabilitation Bombay 


2.25.1 All India Institute of Physical Medicine and 
Rehabilitation, Bombay, is a Pioneer Institute in the 
field of Rehabilitation in the whole of South East 
Asia. Eversince its inception, the Institute has been 
serving and rehabilitating the disabled segment of hu- 
manity. Government of India took over this Ins- 
titute with effect from 1st October, 1961. It is now 
a fullfledged centre in the field of rehabilitation with 
the functions of teaching, training, research and pro- 
duction of mechanical and  articificial appliances. 
This Institute has specialised Medical services iaclu- 
ding 35 bedded Hospital with a well-equipped ope- 
ration theatre for reconstructive surgery. The follow- 
ing are the Departments where an army of dedicated 
staff members jointly look after the services as well 
as teaching and research programmes pertaining to 
the handicapped:— 

(1) Medical (2) Physiotherapy (3) Occupational 
Therapy (4) Prosthetic and Orthetic (5) Medica! 
Social Work (6) Vocational Guidance and Training 
(7). Speech Therapy (8) Rehabilitation Nursing (9) 
Research and (10) Adtinistration 


and 
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Statistical Information Relating to the Institute 


(1984) 

1. During 1984, 18,834 patients were treated in 

out Patient Department. 

2. A total of 5,367 patients underwent treatment 
in Special Clinics at the Institute. 

3. An estimated 10,276 cases of X-Ray and 
Laboratory Investigations were taken up at 
the Institute. 

4. The Indoor Patient Administrations stood at 

788. 

The Institute performed 787 Major Surgeries 
and 1,598 Minor Surgeries during the year. 

The P.T. Department 
1,26,853 patients. 

O.T. Department treated 4,478 patients. 

The V.G, Depariment treated 1,680 patients 
for Psychological Evaluation and 400 for 
Employment Evaluation. 

M.S.W. Department rendered clinical services 
to 13,734 patients. 

During the year 1984, the P.W.S. Department 
prepared 2,400 Orthotic Appliances and 
600 Prosthetic Appliances. The R&D Wing 
of the Department tested/prepared 240 
Appliances and repared 1800 appliances. 


provided services to 


2.25.2 Training Courses 


The Institute conducted a number of courses at 
under-graduate as well as post-graduate level as men- 
tioned below:— 

1. Diploma in Prosthetic & Orthotics 


(Engg. ) 3 years 
2. Diploma in Physical Medicine & 

Rehabilitation for M.D. and M.S. 1 year 
3. M. Sc. in Physiotherapy & Occu- : 

pational therapy 2 years. 
4. Dip. in Physiotherapy & Occu. 

pational therapy | year 
5. Dip. in Nursing 1 year 
6. Dip. in M. S. W. 1 year 
7. Dip. in Vocational Counsellors 1 yea 
8. Short term Certificate course fot 

MBBS. Doctors 4 weeks 
9. Short term certificate course for 


Homeo!Ayurvedic|Unani Doctors. 4 weeks 


2.25.3 Regearch: 45 Projects were undertaken 


during the year. 
1. Research Society Projects in 1984 : 11 
2. Externally Funded Projects : 2 
3. Departmental Research : 4 
4. Projects for P.G. Students guided 
by faculty 28 
2.25.4 Highlights of the Institute’s Progrzammes 


1. In May 1984 ‘Medico-Expo’ exthibition was 
organised by Ministry of Health, Govern- 
ment of Maharashtra at Pune for 10 days. 
Alongwith Institute, O.T. Department parti- 
cipated in the same and one O. Therapist 
was physically deputed for the saine. 


2. ‘Foot’ symposium was organised by Society 
for Promotion of Research AITPMR. 


3. Department of Vocational guidance organised 
a course in Vocational Rehabilitation of the 
physically handicapped for Employment 
and block development officers. This was 
sponsored by WHO and ended in January, 
1984. 


4, During the year camps were conducted at 
SHegaon in collaboration with Sant Gajanan 
Maharaj Trust and at Gangapur, in co-ope- 
ration with Dhoot Foundation, for exami- 
nation of Physically handicapped in the 
rural areas in ‘the months of April and 
February, 1984 respectively. 


2.26 Centra! Institute of Psychiatry Ranchi. 


2.26.1 The Hospital for Mental Diseases, Ranchi 
founded in 1918 was renamed as Central Institute of 
Psychiatry in 1977. A premier Mental Health Ins-- 
titute in the country, it caters to the need of the Coun- 
try as also two neighbouring countries viz. Bhutan 
and Nepal. It conducts post-graduate courses in Psy- 
chiatry, Psychology, Psychiatric Social Work and Psy- 
chiatric Nursing leading to the qualifications of Ph. D. 
he evi, and S.P,, D.P.S'W* ard D:P:N: 


2.26.2 The number of students enrolled in the post- 
graduate study courses during the year is as follows: — 


No. of students 


Course 
M.D. ( Psychological medicine) | am 
D.P.M. | . T2 
D.M. and S.P. 7 
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Ph. D. in Clinical Psychology 
D.P.N. * 


The number of students who have succesfully com- 
pleted the study course during the year is shown in 
the table below. 


Course Appeared 

D.P.M. ys 2 
Di & SIP: 19 9 
D.P.S.W. 1 i 
Dre N.. 7 7 


2.26.3 The diagnostic facilities have been improved 
with the acquisition of a modern Flame Photometer 
for measurement of serum Lithium, Sodium and Pota- 
ssium levels and the addition of an ECG Unit. In- 
creased stress has been placed on the provision of 
treatment, intervertion at the out-patient level and 
the continuity of care. 


2.26.4 The Institute organised a number of Con- 
ferences, Seminars, Workshops etc. on various aspects 
related to mental health. The Institute is conducting 
some major Research Projects sponsored by W.H.O. 
and other Organisations. 


2.27 Central Health Education Bureau 


2.27.1 The Central Healtth Education Bureau has 
completed 28 years of its existence. The Bureau 
implements the policies and programmes of health 
education in the country. The Bureau has six Tech- 
nical Division, i.c. Training; Research & Evaluation; 
Media; Exhibition; Field Study and Demonstration 
Centre; Health Education Service; School Health Edu- 
eation and an Administrative division, 


The Bureau has following functions: 


(1) Training of key personnel in Health Edu- 
cation. 

(2) Providing ‘type’ health education materials 
both printed and audio-visual for the gene- 
ral public and for training purposes. 

(3) Providing technical guidance for deve!lop- 
ment of health education in the country. 

(4) Conducting research in health behaviour. 

(5) Planning and organising health education 


programmes for school going population, 
out-of-school youth and teacher trainees. 


{, Training Division: 
G) CHE Training Courses 


The courses XVII and XVII conducied during 
the year in which 37 and 43 _ candi- 
dates were trained respectively. 


(i) Media Personnei Training Course 


This course of one month’s duration was conduc- 
ted for artists, photographers and audio- 
visual technicians. Eight trainees from 
various States attended the course. 

(iil) District Extension Media Officer's Course 

This course of 60 days duration was conducted 
in which seven officers participated. 


2.27\2 Diploma course in Health Education; (DHE) 


The XIII Diploma Course in Health Education 
wiih 13 students concluded in March 1984, and the 
XLV course began from Ist April, 1984 with 15 
students. 


2.27.3 Orientation in Health Education 


Orientation training in health education was pro- 
vided to 19 WHO fellows; six each from Nepal and 
Socialist Republic of Vietnam, four from Bangladesh 
and one each from Afghanistan, Burma and Samoa. 
Orientation training was also provided to 526 visitors 
from 14 institutions in the country. 


2.27.4 Research Studies 


Work is in progress on the following research stu- 
dies: 

(i) Social-cultural Aspects of Veneral Diseases 
and Health Education opportunities, 

(ii) Study on community participation in Ex- 
panded Programme on Immunization in 
Maharashtra and Orissa. 

(iii) Study on Impact of Different Educational 
and Health Education Methods on Practi- 
ces of Health Workers behaviour of 
Mothers in Management and Prevention oi 
Acute Diarrhoea. 

(iv) Health Education activities as perceived by 
the Physicians and Non-physicians Heaith 
Educators, 


727.5. Besides ihe research studies, the Division 1s 
engaged in preparing the report of the working group 
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in Health Education and community Participation 
Water Supply and Sanitation Decade Programme. ‘Lhe 
Division has also a task to monitor the activities relat- 
ing to the celebrating of the international Youth Year. 


fhe Division plan to undertake studies on tropical 
diseases and water and sanitation programmes in 
future. 


4.27.6 Media Division 


ihe Media Wing of the Bureau which comprises 
Editoriai and Exhibition Sections, continued to pro- 
vide media support to all ithe on-going health and 
other programmes. Health education material was 
produced to disseminate health information to the 
public for creating awareness and also produced edu- 
cational aids for heaith workers. The Media Divi- 
sion maintained Liaison with AIR and Doordarshan, 
DAVP. Fiims Division and other wings of the Infor- 
mation and Broadcasting Ministry for strengthening 
educational programmes in respect of various health 
programmes including those mentioned in the 20- 
point Programme of the late Prime Minister. The 
Media support included publication of posters. fol- 
ders, reports, etc. 


2.27.7 Journals 


The three monthly journals; Swasth Hind (Eng- 
lish): Arogya Sandesh (Hindi) and Impact (Eng- 
lish) were brought out reguiarly. The quarterly jour- 
nals “D. G. H. S$. Chronicais” and “Swasthya Shiksha 
Samachar” were published to disseminate technical 
information on health and to report about the achieve- 
ments of the Directorate General of Health Services. 
In tne year under report, D.G.H.S. Chronicle was 
brought out in printed form for dissemination of in- 
formation on health activities of the Directorate Gene- 
ral of Health Services. 


Special issues of ‘Swasth Hind’ and ‘Arogya San- 
desh’ were brought ovt on World Health Day and 
Chindien’s Day. 


2.27.8 Health Education Material 


Education material in the form of folders on 
“Thread Worn’, “Round Worm’, ‘Dengue Fever’, 
Guinea Worm. ‘When the unexpected happens’ 
Show Card on Immunization and posters on Regular 
treatment cures T.B. and ‘Persistant cough—have 
sputum Test were brought out both in English and 
Hindi during the year, 
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In addition to the above four folders each on sate 
water jaundice, dysentry and goitre; two booklets, 
each on food adulteration and diarrhoea, posters one 
each on accidents, guinea worm and goitre, one hand- 
bill on goitre and one flipbook guinea worm have 
been prepared and are under printing. 


2.27.9 Doordarshan 


Central Health Education Bureau prepared a pro- 
posal to develop and produce a health telecast SCrICs 
which will make the community aware of the body- 
structure, its functions and various health problems 
and how to take preventive and promolive measures 
for healthy living. In this connection, the then Depu- 
ty Minister of Health and Family Welfare held a 
meeting with experts from various fields. 


2.27.10 Campaigns 


(i) World Health Day: Suggestions for obser- 
vance of the World Health Day and the 
background material of the World Health 
Day 1984 weir sent to all concerned. An 
advertisement on the theme ‘Children’s 
Health’ Tomorrow’s Wealth” was issued to 
newspapers through D.A.V.P. 


(ii) Hospitals Health Education: Health Edu 
cation drive was launched in 4 hospitals 1.¢. 
All India Institute of Medical Sciences, 
Ram Manohar Lohia Hospital, Lady Har- 
dinge Hospital and Safdarjang Hospital to 
coincide with the birth anniversary of the 
Late Prime Minister. 


2.27.11 Exhibition Division 


Thirteen exhibitions on varied areas of health were 
arranged including the) World Health Day and Chil- 
dren’s Day—Script of which was sent to the States 
for developing similar exhibitions in their areas. 


As a part of hospital health education campaign, 
four exhibitions were put up in major hospitals of 
Delhi. Exhibition material and teaching assistance 
was given to other ageniies requesting such assistance. 

(1) T.V. & Films: As many as 191 film shows 
were organized on demand from different 
quarters. Film prints numbering 1,599 
were loaned to 9 various organisations. 


Scripts have been completed for production 
of 8 video films to be used on Doordarshan. 

(2) Photo: During the period under review, 
2,839 prints including 751 big sized photo- 
graphs (enlargements) were prepared as an 
integral part of the material for use in difle- 
rent communication activities. In addition, 
142 slides were produced for these pro- 
grammes. 


2.27.12 F.S.D.C. 


As apart of health education activities in the 
F.S.D.C.(U) five projects were run—in DDA flats, 
Mata Sundrari Road in LNJP Hospital, Vikram 
Nagar, Government of India Press, residences and 
C.G.H.S. Dispensary, Minto Road. 


The students undergoing certificate course in 
Health Education and Diploma in Health Education 
were provided field training. Moreover four trainees 
of Diploma in Health Education from the Gandhi 
Gram Institute of Rural Health and Family Welfare 
were provided 2-Months supervised ficld training. 


A proposal has been made to strengthen the 
F.S.D.C. of the Bureau and Set-up an Urban F.S.D.C 
demonstration room in C.H.E.B. 


2.27.13 Health Education Services Division 


Implementation of the Centrally sponsored scheme 
for strengthening health education in the 9 Union 
Territories (U.Ts) was continued. 


The U.Ts of Pondicherry, Mizoram, Andaman & 
Nicobar Islands, Arunachal Pradesh have taken ac- 
lion to strengthen their Bureaux and produce health 
education material. Dadra and Nagar Haveli, Dethi, 
Lakshadweep, Chandigarh are reported to be,taking 
action to establish the Health Education Bureau. 


2.27.14 School Health Education 


Under the Intensive Pilot Project which is being 
monitored by the Bureau, 11,25,888 students were 
reported to have been examined up to September 
1984 and on the spot treatment was provided to the 
needy. 


The Bureau is also monitoring Centrally sponsored 
‘National School Health Scheme” for the primary 
class students in 8 U.Ts except Delhi. 


Syllabus o1 a paper on Health Education and on 
School and Community Health Education was deve- 
loped and provided to University Grants Commission 
in connection with introducing 3-year under graduate 
Degree course in the field of physical education inclu- 
ding sports in selected colleges under different Uni- 
versities in each State. 


2.27.15 Workshops Participation 


1. One-day Workshop on Teachers’ participation 
in the prevention of Blindness among Pri- 
mary Schoo] Children was organised at the 
Bureau with Dr. A. V. Baliga Memorial 
Trust for training of teachers to take up 
their responsibilities and develop educatio- 
nal material. 


2, Training was provided to different batches of 
N.S.S. voluntcers from Delhi College at 
C.H.E.B. Scripts cf 16 brochures on diffe- 
rent health areas for National Services 
Scheme Volunteers in the country were 
finalised with representatives of the Ministry 
of Sports. 


The C.H.E.B. is collaborating with LC.M.R. for 
development of educationa!/motivational material in 
relation to injective contracepives. 


2.28 Central Bureau of Health Intelligence 


2.28.1 The Central Bureau of Health Tatelligence 
in the Directorate General of Health Services, col- 
fects, analyses and disseminates the statistical infor- 
mation on Health conditions in the country as a 
whole, It also conducts the training Institutions 
viz, the Safdarjung Hospital, New Delhi, JIPMER 
Pondicherry, Christian Medical College, Vellore (for 
Medical Record, Technicians and Medical Record 
Officers); the All India Institute of Hyciene & Public 
Health, Calcutta (Health Statistics); and Model and 
Vital and Health Statistics Unit, Nagpur (Health 
Statistics and Medical Coding). A new Training 
Centre for Vital and Health Statistics has also been 
set up at Chandigarh with collaboration of Punjab 
Government. 


2.28.2 The Bureau collaborates with the sister orga- 
risations like the office of the Registrar General of 
India, Central Statistical Organisation and with the 
International Organisations like WHO, UNICEF. Tt 
also coordinates with the developmental activities in 


the field and renders technical advice as and when re- 
quested for. 


2.28.3 Publications 


(i) Health Statistics of India for 1984 is in press 
and will be brought out in the near iuture, 

(li) Health Services in India for the years 1981- 
82 has been brougyht out. 

(ui) Health Services of India for the year 1982- 
83 is being sent for printing and 1983-84 
is under preparation. 

(iv) The ‘Monthly Health — Statistical Bulletin’ 
which was started from January, 1982 is 
being regularly brought out every month. 

(v) An ad-hoc publication viz. Compendium of 
recommendations of various Committees on 
Health” Developments 1943—75 is in the 
press, 

(vi) The Directory of Hospitals has been com- 
puterised and is being sent to the Press. 


2.28.4 Epidemic Intelligence 


(i) The obligation under the international 
Health Regulations are being foliowed vigo- 
rously, The position in respect of  Inter- 
nationally Quarantinable Diseases viz. Cho- 
lera, Plague, Yellow Fever in major sea 
Ports|Air Ports is being received regularly 
in the C.B.H.I. by weekly telegram and 
transmitted every Wednesday to W.H.O. 
Based on the reports of the State Health 
Authorities, Weekly Epidemiological Re- 
cord is prepared and sent to WHO, other 


countries) and State Health Authorities 
every weck, 
(it) Surveillance on 20 Communicable Discases 


other than those covered under the inter- 
national health Regulations is also being 
kept. Monthly Reports on these diseases 
are being received from States/Union Terri- 
tories every month in the prescribed pro- 
forma. This alongwith other diseases like 
Malaria, Leprosy are published in the 
Monthly Health Statistical Bulletin. 


2.28.5 Integrated Health Information System 


The scheme of Integrated Wealth Information Sys 
lem fas been introduced in the country since January 


1982. Under the scheme, all Districts in the States; 
Union  ferritories are required to submit ‘District 


Monthly Report in the prescribed form to Director 
(Cobol) by 20th of every month. The data received 
is computerized at National Information Centre and 
the computerized tables are being sent to all States 
und Districts for totlow-up action. 


2.23.6 Plan Schemes 


(a) Training Programmes: The C.B.H.1. is cvordi- 
nating teaining programme boih in the Vital and 
Health Statistics and Medical Record Sciences. Du- 
ring 1984-85, an outlay of Rs. 1.49 lakhs has been 
approved, Training programmes in Vital and Health 
Statistics and in medical records sciences were con- 
ducted as per schedule. 


(b) Strengthening of 
Monitoring System: 


Health Information and 


Under the above-mentioned Plan Scheme, three 
Field Survey Units were established at Bangalore, 
Bhubaneshwar and Patna which are attached with the 
respective offices of | Regional Director (H&FW). 
Except for few posts at Bangalore duc to certain ban 
On filling up of vacant posts till March, 1984, all the 
staii have been sanctioned and recruited, equipments 
like Punch)Verifier Machines, Calculators, Typewri- 
ter completed the following study:— 

During 1984-85, these Field Survey Units have so 
far completed the following study:— 


Feasibility study on cost of treatmeat in hospital 
and cost of training and MBBS doctors in 
Bhagalpur (Bihar), Burlag (Bhubaneshwar) 
Medical Colleges and Hospitals. 


2.238,7 All the Field Survey Units are helping in 
pretesting Medical Records and Returns, in District 
Hospitals, recommendedly ‘Workshop on Medical Re- 
cord and Returns on Hospitals Management Develop- 
ment at District level held at Lucknow from 22—24th 
February, 1984. 


2.28.8 A number of other studies are being fina- 
lised by C.B.H.I. in consultation with Regional Direc- 
tor, and respective State Health Authorities which 
would be undertaken by Field Survey Units at Banga- 
lore, Patna, Bhubaneshwar, 


f= 
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2.28.9 Pioposals are under consideration for sel- 
ting up of three more Field Survey Units at Bhopal, 
Jaipuz and Lucknow during 1985-86. 


(c) Sirengihening of Management information and 
Lvatualion System for Health and Family Welfare 
Programmes: 


A scheme has been proposed in the Seventh Five 
Year Plan which envisages appointments of Statistical 
Siatl in Districts (including district hospitals). This 
will proyide necessary infrastructure at the District 
Health Offices level for compuation of data on morbi- 
dity and mortality. | 


2.28.10 W.H.O, Assisted Projects: the C.B.H.1. 
is coordinating W.H.O. Assistance Projetcs in respect 
of Fellowships, Group Educational activities, Streng- 
thening of Instituiiong through Supplies and Equip- 
ments, ctc. 


2.28.11 During the biennium 1984-85 the CBHI 
prepared detailed proposals for WHO’ Assistance Pro- 
ject IND HST 005 ‘Strengthening of Health Statistics 
Services which includes programme in respect of Fel- 
lowships, Group Educational] Activities and Strengthen- 
ing of Institutions. The CBHI has conducted a work- 
shop under the above-mentioned project viz. Regional 
Seminar on Integrated Health Information System at 
Kohima from 17—19 October, 1984. There is proposal 
to hold two more workshops under the projects viz. In- 
tegrated Health Information System (to be held at 
Bangalore and Bhubaneshwar in January, March 1985). 


The other activities pertaining to the project viz, Fel~ 


lowships, printing computerization, supply and 
Equipments are being implemnied. 
2.28.12 The C.B.H.I. has also been declared 


by the WHO as the WHO Collaboration Centre for 
Medical and Health Records for a period of 3 years, 
in September 1981, Under this programme, the 
C.B.H.I. is developing Jhansj District of Uttar Pra- 
desh as a Model district for comprehensive Primary 
Health Care including Integrated Health Informa- 
tion System 


2.29 National Medical Library 


2.29.1 The National Mdeica] Library functions 


as national focal point for the supply of biomedical 
information to the community of health science wor- 


‘Kers all over the country. The National Medical Li- 
brary -continued ‘o provide. various types of services 
and undertake activities like the training, publication 
and documents, supplies of document copies, compu- 
terisation. The specific details of these activities are 
given below: 


2.29.2 Acquisition of Health Science Documents: 
Under the acquisition of Health Science Documents 
upto October, 1984, a total numbers of 1752 bocks/ 
monographs and Government publications-|-382 Com- 
plimentary Publications are added to the Library. 
For the National Medical Library (Branch), the fol- 


lowing Nos. of books/magazines/Newspapers are 
added: 
Hindi English Other 

Languages 
Books 6} 109 Ni 
Magazines 24 ae 1 Urde 

| Kannada 

1 Tamil 

1 Ma‘ayalam 

1 Telugu 
Newspapers 2 10 2 Urdu 


Oe 


In addition to this, it is expected that about 1500 
more publications will be procured during the year. 


2.29.3 Processing of Documents More than 
1,650 publications were processed and it is expected 
to process about 1,200 publications during the next 


five months. 


Issues of the Library Bulletin Vol. 8, Nos. 5—8 
and 8X12. 1983 were compiled and previous issues 
Nos. 3—4 of the Bulletin were distributed to the 
Health Science Libraries in the country. We are also 
expecting to compile Vol. 9, Nos. 1—3 and 4--6 
of the Library Bulletin upto the month of March, 
1984. 

2.29.4 Reference Services: The Library continu- 
ed to provide reference services by persons, telephone 
and mail. About 4,000 reference enquiries across the 
desk were answered. 


2.29.5 Issues and Return Counter: 449 new mem- 
bers. were added during the year in addition to the 
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existing members. 1,20,000 pages of various docu- 
meits available in the National Medical Library have 
been supplied to the users. In addition 4,000 pages of 
various documents have been obtained from jnterna- 
tional agencies and supplied to the users. 1,400 pages 
of various documents were also supplied to neighbour- 
ing countries in the South East Asia Region, 


2.29.6 Documentation Centre: The activities of 
ihe Documentation Centre of the National Medica] Li- 
brary during the year are as follows:— 


(a) Mediine Search Request: about 110 requests 
for literature on various research projects 
have been processed through the computeri- 
zed information system called “Medline”. 
In addition to this 90 more requests have 
been searched manually and answered. 

(b) Bibliographies: 45 bibliographies were  pre- 
pared on specific subjects. 


2.29.7 Training and Workshops: During the year 
1984-85, two training programmes for health science 
librarians were organised. These training programmes 
were held in the months of April-May and August- 
September, 1984. With these two training program- 
mes, a total number of J00 librarians from all over 
India were trained. A training programme on compu- 
terised information services viz. Medline Training 
Course was also conducted during September, 1984. 
In addition to this a 4 day training programme te 
WHO fellows from Indonesia was organised in the 
month of October, 1984. 


2.29.8 Publications: 


Chetna: The quarterly publication of disseminating 
latest information on primary health care continued to 
be published. Vol. TITY No. 1.2.3, have already been 
compiled and printed. Nol. II No. 4 has been sent to 
press Th.: distribution of this publication has been ex- 
tended to Primary Health Centres in Uttar Pradesh. 
This is in addition to the distribution of 1,600 copies 
to various organisations and individuals all over the 
country. It is proposed to extend the distribution of 
this publication 'to Primary Health Centres jn other 
States. This publication is also being sent to various 
other countries. 

2.29.9 Highlights from Current Health Liierature: 


The dissemination of information on health administra- 
tion and policy matters etc. to selected officers and 
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policy makers is continuing. Nine, monthly issues have 
bee; compiled and distributed. The response to this 
publication is very encouraging. 


2:29.10 Directory; Directory of Health Services 
Research in India covering 5 States and Union Terri- 
tories in India has been compiled and printed in the 
month of October, 1984 as Vol. I. The second Vol. 
covering some more States and Union Territories is 
{0 be compiled by March, 1985. 

2.29.11 Library Bulletin: Vol. VIET Nos. 5—12 
(1983) have been compiled. Vol. [IX Nos. 1—6 (1984) 
are expected to be compiled by March, 1985. 


2.29.12 Index to Indian Medical Periodicals (Back 
Volume): Volume 11-12 (July to December, 1978) 
of the Index to Indian Medical Periodicals has been 
received from the press and distributed. 


9.29.13 Index to Indian Medial Periodica's (Com- 
puterisation): Beginning from the year 1983, the 
Index to Indian Medical Periodicals has been compu- 
terised and a data base developed for its use in on- 
line search as well as for printing of the index and for 
generating selected bibliographies. So far 2,000 cita- 
tions have been computerised and during the remain- 
ing part of the year another 1,000 citations are expec- 
ted to be processed. 


2.29.14 Mailing List:—The Mailing List of the 
library hag been enlarged to give wide publicity about 
the availability of the literature in the National Medi- 
cal Library for the benefit of the Health Sciences 
Community in the country and to distribute different 
publications of the library to the health science per- 
sonnel. 


2.29.15 Proposals for the Seventh Five Year Plan: 
Seventh Five Year Plan proposals for the develop- 
ment of the National Medical Library and the Health 
Science Libraries in India was prepared. The Plan 
proposals incorporated schemes such as the develop- 
ment of the Regional Medical Libraries; training 
and research; inventory of resources; and_ strength- 
ening of the National Medical Library. A total budget 
of Rs. 800 lakhs has been proposed. 
Coll2borative Studies in the Field of Nuclear 

Medicines 

3.1 Under the scheme of Collaborative Studies in 
the field of Nuclear Medicine with Department of Ato- 
mic Energy. an administrative Cell was established in 
the Dte, G. H, S. in 1982 to draw up future plans 


for development of radiation. medicine and. radiation 
protection as recommended by WHO Resolution No. 
2341 dated 18-5-1971 laying down: 


(1) Development of Nuclear Medicine pro- 


gramme. 


(2) Introduction of National Radiolcal Portec- 
tion programme. | 7 


3.2 The Planning Commission had allocated Rs. 
AO lakhs for this scheme in the Sixth Five Year Plan. 
During 1984-85, the Cell organised’ a Traimimg 
Course in safety aspect of medical uses of ionising 
radiation for radiographers ‘which was conducted 
from 26th November to 7th December, 1982. Another 
Training Course in Radiation Protection for Hospital 
Specialists is being organised by the Cell which will be 
conducted in February, 1985. 


Grants fa: other Research including diseases to which 
SC/STs are generally Prone 


4.1 Financial assistance is provided under the 
Central Scheme to Instituties| Voluntary bodies to un- 
dertake research projects|studieg sample surveys on 
areas pertaining mostly to public Health problems or 
diseases which confront the SC|ST and other socio- 
economic, Weaker sections of population. 


Fundg are provided for a specified period keeping in 
view the programme and period of study that is. neces- 
sary to achieve the result|traget. 


4.2 The layout for sixth plan was Rs. 60 lakhs. The 
layout for Seventh Five Year Plan is of the tune of 
Rs, 222.23 lakhs and the same has yet to be approved 
by the Planning Commission. 


4.3 The project viz. Plague Surveillance Unit 
Bangalore and Kala-azar units at Patna undertaken 
by N. I. C. D. Delhi, have been continuing from the 
Sth Plan period. Besides, nine research projects were 
sanctioned which have been undertaken by various or. 
ganisations. 


In the context of the National Committee to attain 
the goal of “Health for All by the Year. 2,000 A.D”. 
the scheme has been included in the revised 20-Point 
programme. 


D.G.H.S. Scholarship Scheme 


5.1 Consequent upon the introduction of ‘Residen- 
cy Scheme in the Central Institutions/Hospitals with 
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effect from 1-1-74, q scheme called the ‘DGHS 
Scholarship Scheme’ was formulated to render finan- 
“Ctal assistance to post-graduate students. This Scheme 
_has been in opartion since 1-7-1975. 


5.2 Uuder the scheme, scholarships are awarded to 


“students of Indian Nationality who are pursuing their 
studies in Post-MBBS|BDS|M.Sc, (Ph. D) in certain 
“selected specialities and super specialities in which 
adequate trained personnel are not avilable in the 
country. The subject|specialittes are reviewed from 
time to time, keeping in view the scarcity and the need 
of the specialists in particular areas. The rate of scho- 


harship for Post-MBBS|BDS|M.SC. (Ph.D.) is Rs. 
600|-p.m and that for post doctoral course is Rs. 700|- 
p.m. The tenure of the Shcolarship is two years. — 


5.3 Out of the total scholarships awarded anual- 
ly, 15 scholarships are reserved for candirates belong- 
ing to §.C. and 5 for S.T. In case the requisite number 
of candidates belonging to the SC|ST Communities are 
not available the scholarships are awarded to other 
eligible candidates from general quota. In the year 
1983-84, scholarships were awarded to 97 candidates. 


5.4 A sum of Rs, 12 lakhs has been provided. in 
B.E, 1984-85, Around 110 candidates are being selec- 
ted for the award of scholarship for 1984-85. 


CHAPTER VIII 


Indian Systems of Medicine and. Homoeopathy 


1.1 “Indian Systems of Medicine” include all the 
-nonallopathic systems of medicine and regimens  ex- 
-cuding Homoeopathy, viz. Ayurveda, Siddha, Unani, 
‘Nature cure, Yoga and Amchi (Tibetan), In the Sixth 
‘Plan, Rs.29 crores have been provided in the Central 
Sector for the development of Indian Systems of Medi- 
‘cite and Homoeopathy, The various schemes included 
‘in the Sixth Plan aim mainly, at improving the quality 
of education, promotion of research programmes bas- 
“ed primarily on their respective philosophies, planned 
production of herbal and other medicines on a ee 
seale and their standardisation. 


National Health Policy on Indian Systems of Medicine 
and Homoeopathy 


2.1 The National Health Policy as passed by Parlia- 
ment assigns to the Indian Systems of Medicine and 
Homoeopathy an important role in the delivery of 
primary health care and envisages. its integration i 
the over all health care delivery system, specially in 
the preventive and promotive aspects of health care 
in the context of the national target of achieving 
“Health For All by 2000 AD”. A large number of pr- 
actitioners of Indian Systems of Medicine and Homo- 
eopahy are practising in the rural and urban areas of 
the country. Generally speaaking, the cost of medical 
treatment in these systems is less compared to that 
under the modern system (Allopathy). The practi- 
tioners of these various systems enjoy high local ac- 
ceptance and respect and consequently exert conside- 
rable influence on health beliefs and praactices. The 
ploicy envisages the private practitioners of 
Indian Systems of Medicine and Homoeopatliy to be 
mvolved in the preventive and promotive aspects 
of Health care of people. 

Four Apex Bodies for Research 


3.1 The four Research Councils viz. (i) Central 
Council for Research in Avurveda and Siddha 
(CCRAS); (ii) Central Council for Research in Unanj 
Medicine (CCRUM); (iii) Central Council for Re- 
search in Homoeopathy (CCRH); and (iv) Central 
Council for Research in Yoga and Naturopathy 
(CCRYN): continued to initiate, aid. guide, develop 
and coordinate scientic research in different aspects- 
fundamental and applied of the respective systems. 
Registered under the Societies Registration Act, 
1860, these Central Councils are administered by 


\ 
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“the Pen tiye governing bodies, consisting of official 
and non-official members as provided in the respec- 
tive memorandum of association, rules, regulations 
and bye-laws of the Councils concerned, Tiese Coun. 
cils are the apex bodies for research in the concerned 
systems of medicine and are fully financed by the 
Govt. of India. Land has been allotted .in 


Delhi’ by the Delhi Development Authority on pay- 
“ment for the construction of headquarters buildings of 


the: four Councils. 


‘Central Council for Research in “Ayurveda and Siddha 


3.2 The Council, through its five Central Major 
Research Institute eight Regional Research Institutes, 
ten ‘Regional Research Centres and 60 Research Units 
and Enquiries in addition to 5 major research centres 
in. various disciplines carried out various Research 
Programmes, primarily, in the field of applied research, 
drug standardisation, multi-disciplinary drug research, 
health care research services, literary reseatch and 
research on indigenous contraceptives. 

3.2.2 Under clinical research, trials were continued 
for evaluation of the efficacy of selected single drugs, 
simple herbal preparations and herbo-mineral com- 
binations besides the study of diet, Prakriti Agni, etc. 
The diseases taken up for trial under Ayurveda in- 
clude Amavata and Sandhigat Vata Saisviyavata, 
Khanja and Pangu, Pakshaghata, Gridhrasi, Amla- 
pitta, Parinamasula, Atisara, Grahani roga, Krimi 
roga, svasakas, Madhumeha, Pama, Vicharcika, Kash- 
fartava, Rakta Pradara, Apasmar, Unmada, Mental 
retardation, Svitra, Vishamajvara, Slipada, Rekta- 
chap and Hrid roga. Efforts are in process to obtain 
a patent on the drug Nimbatikatam used in Psorasis] 
Peptic ulcer. 


2.3 Under the Siddha Svstem of Medicine, diseases 
included for studies are Vali Gunm (people ulcer), 
Manial Kamalai (Infective hepatitis), Kazhichal (Dv- 
sentric disorders), Veupnunoi (Anaemia), Putrunoi 
(Cancer), Neerazhivn (Diabetes mellitus). Valippy 
(Epilevsv) and Sandhj Vatha Soolai (Rheumatoid 
arthritis), Murai Jwaram, Guman, and Cothal noi. 


3.2.4 The Health Care Research Programme in- 
volves the collection of data pertainine to the nature 
and frequency of the prevalent diseases dietarv 
habits with regard to different seasons. customs and 
beliefs, natural resources, quality and type of treat- 


ment ‘available to the, rural folk and also emphasises 
health education through group discussions and lec- 
tures. . The physicians also try to educate and acquaint 
the. rural folk about the locally available herbs and 
their uses so that many of the common ailments could 
be treated by the villagers. themselves. Under these 
programmes about 84 villages consisting a population 
of more than 50000 individuals have been covered 
and incidental medical. aid was provided to 29948 
patients, In order to extend service oriented health 
care facilities to the tribal people, five tribal health 
research projects i.e. one each at Car-Nicobar in 
Andaman—Nicobar Islands; Ranka Block, District 
Palamu (Bihar); Nawapur district Dhule (Maharash- 
tra); Rama Block District Jhabua (Madhya Pradesh) 
and Ziro (Arunachal Pradesh) have been established. 
: 3.25 The Drug Research. Programmes have. been 
continued through medico-botanical survey program- 
mes and. multi-disciplinary research. programmes 
which envisages Pharmacognostical, Chemical, Phar- 
macological/Toxicological and Drug Standardisation 
‘Studies. Under. the Medico-Ethno-Botanical Re- 
‘starch Programme the 18 Survey Units of the Coun- 
cil :have visited about 53 forest areas in- different 
States of the country and have collecteg about 3506 
plant specimens. About 8,500 herbarium sheets were 
prepared. and 80 Museum drug samples’ were addéd, 
25 Folklore claims. have. also been reported. During 
Toutine Survey work about 102 drug samples were 
also collected for supply to-the different research Units 
of the Councils and Pharmacopoeial Laboratory of 
Indian: Medicine, Ghaziabad. ‘The Council is main- 
tainmg medicinal plant-garden at four places namely 
Jaipur, Jhansi, June and Tarikhet for experimental| 
large scale cultivation of Guggulu, Saffron and other 
medicinal plants, Rearing of Musk-deer in capti- 
-Vity isin . progress and ‘aq present, there are 10 
animals under experimental observation, ‘Drug stan- 
dardisation studies on 193 single drugs of Ayurveda 
-and Siddha .Systems. of Medicitie were carried out 
includnig their chemical and Pharmacognostical stiidies 
besides studies..on Six ‘types “of methods of manu- 
facture and.25. finished products. In addition to this, 
analytical standards were also’ laid down for 75 
formulations, Pharmacognostiat studies on 9 drugs, 
chemical ‘studies, pharmacological ang toxicity studies 
on 63 drugs were also. undertaken. ve. 
2v 4.2.6. Under literary research, steps have been taken 
to publish Sanskrit and English versions of Sahestra- 
yoga (of Malayalam) and critical edition of Astanga 


% 
*. 
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Sangrah, The Council is publishing on a quarterly 
basis, the Journal of Research’ in» Ayurveda arid 
Siddha, the Bulletin of Indian Institute of History of 
Medicine and a monthly newsletter covering the 
activities of Council. Besides, a documentation bul- 
letin is also published by the Council. The Council 
has also released a monograph entitled “Pharmacog- 
nosy of Indian Medicinal Plants” in two volumes be- 
sides preparing cyclostyled’ copies of a monograph 
entitled “Phyto-chemical investigations of Indian 
Medicinal Plants used in Ayurveda”, £39 
3.2.7 Under Family Welfare Programme, Clinical 
as well as chemico-pharmacological trials on certain 
drugs are. in progress, | ae 
3.2:8 The Budget Allocation for the Council for 
1984-85 under Non-Plan and Plan are Rs.” 171-69 
lakhs and Rs. 220.00 lakhs respectively and another 
amount of Rs. 12.28 lakhs under Family Welfare. 


Central Council for Research in Unani ‘Medicine : 


oe oat The Central Council for Research in Unani 


Medicine continued its activities, namely, 


_medicinal plants and contraceptives research 
sent, it has one Central 
Regional Research Institutes, 
Units, 


clinical re« 
research, survey of 
- At pree 
. Institute, four 
12 Clinical: Researéh 
seven Drug Standardisation Research. Units, 


search, drug Tesearch, literary 


Reséarch 


four Literary Research Units, a composite Drug Re- 


two Family Welfare Research, 


/Clinico-Pharmacological Research Unit, 


. Wiafi (Haemiplegia), 
“ Arthritis), Seenqun Nafas 
‘\¢-Nazil (Tropical: Pulmon 


tile Diarrohoea), Deedan-e- 
-e-Farsi (Eczema), Ouroh-e 


- Hepatitis 


“PB BUF3 Medicare was extended to 15 village 
the mobile clinical programme in which ST] 
lation and other under privileged sections 


search. Scheme 


, 3 Survey of Medicinal Plants. Units, 
Units, ‘g Central Herb 
Garden and Museum, an Information Central anda 

3.3.2 Preliminary clinical 
19 main diseases viz. B 
Tajweef Anf. (Sinusitis), 


studies were continued on 
ars (Leucoderma), Ilthehab- 

Iltehab-a-Kiabid (infective 
Hepetitis), . Sailen-ur-Raham (Leucorrhoea), Hasstul 
Kuliya-wa-Masanq (Renal and Bladder calculus), Daul 
feel (Filariasis) Human-e-Ijamig (Malaria), Falij-a. 
Wajaul Mafasil (Rheumatiod 
(Bronchial Asthma) Rabue 
ary Bosinophilia), Kharish 
(Scabies), Zusentaria-e-Mayj (Chronic Dysentry), Ishal- 
Muzmin (Chronic Diarrohoea), Ishal-a-Atfal (Infan- 
Ama (Helminthiasis) Nar- 
-Meda (Ulcer of G1. Trach) 
Diabetes Mellitus), © Results 
codarma, Filariasis, Infective 
and Malaria are encouraging. 


and Ziabetus - Sukkari ( 
achieved in case of Leu 


s undér 
SC popu- 
cf society 


weie mainly covered. This programme is serving as 
an important measure for getting feed back foy  re- 
search, 


3.3.4 Standardisation of 10 single and 40 compound 
drugs has been completed and the work on 10 single 
drugs and 81 compound drugs is in progress. Mono- 
graphs on 18 single drugs have been finalised. 


« 3.3.5 Under the survey of medicinal plants pro- 
gramme, 18 survey tours of forest areas have been 
undertaken in course of which 880 medicinal plants 
were collected out of which. 217 have been identified. 
Cultivation on experimental basis of rare Unani medi- 
inal plants viz, Atrilai, Gulnar Farsi, Suranjan, Qust, 
Gaozaban and Ajwsin. Khurasani has also been taken 


up. 


3.3.6 Under the Literary Research programme, the 
work of translation of Volume I of Kitab-al-Jame-h- 
:Mufradat has been finalised and the work on Volume 
Il of the book has been taken up. The translation 
_ work of Moslijat-e-Buqratia and Kitab-at-Taisir is 
being continued. The Arabic translation of ‘A’ Hand 
Book. of Common ‘Remedies in Unani Medicine’ has 
been finalised. Besides, .a revised edition of Misala- 

e-Judia and Arabic text of Kulliyat Ibn-a-Rushd have 
also been published. Publication of a monograph on 
_-Medicinal Plants of Gwalior forests’. is in progress. 
. The translation work of ‘A’ Hang Book of Common 
-Remedies in Unanji Medicine’ in Kannada, Oriya and 
Punjabi languages is also in progress, 


" 3.3.7 The Information Centre continued the work 
of collection of rare manuscripts and photo copies| 


micro-films of sansa ig and See a qurterly 
Newsletter. : 


~~ 3.3.8 Research scheme on clinical - screening of 
Unani oral contraceptive agents was continued with 

- a view to finding out potent and economically cheap 
Se Sa ek agents free. from side effects. 


Re he The iti allocation of @ounail for the year 
1984-85 is Rs. 95.00 lakhs and Rs, 18.29 lakhs 
under plan and non-plan, respectively. 


- 3.3.10 The construction of building of the’ Central 
Research Institute, Hyderabad for which’ the -founda- 
tion stone was laid by the Union Health Minister in 


December, 1983 has since started. Central Council 
_ for Research in Homoeopathy. 


The Council has been undertaking résearch int 
Homoeopathy in the fields of Clinical Research, Drug 
Proving, Drug Research and Standardisation & Lite- 
rary Research. These research activities are “being 
carried out through two Central Research Institutes, 
two Regional Research Institutes, twenty eight Clini- 
cal Research Units (out of which 14 are in tribal areas), 
five Drug proving Research Units, three Drug Stan- 
dardisation Units, a Clinical Verification Unit, a Sur- 
vey of Medicinal Plants and Collection Unit; 2 Docu- 
mentation and Information Division at Council Head- 
quarters, New Delhi, and: a  grant-in-aid Unit at 
Lucknow. oy tig wed oe 


3.3.12 The activities of the Council are «being 
expanded and 6 (six) more Clinical ‘Research Units 
will be established before the end of the year- 1984-85 
in various tribal pockets one each in the States of 
Jammu & Kashmir, Arunachal Pradesh, Assam( Naga- 
land; Meghalaya and Gujarat. 


3.3.13 Clinical studies were undertaken on 42 
health problems viz. Allergic Dermatitis, Allergic Res- 
piratory Diseases, Drug Allergy (Skin), Alopecia, 
Amoebiasis, Bacillary Dysentery, Bronichial Asthma, 
Cervical Erosion, Cervicitis, Spondylosis, Corns, Dia- 
betes, Mellitis, Dysentery, Eczema, Epilepsy, Filaria, 


Gastro-Enteritis Gout Helminthiasis, Infective Hepa- 


titis, Herpes, Hypertension, Leprosy Leucoderma, 
Malaria, Malignent Diseases, Mental Diseases, Mumps, 
Osteoarthritis, Otitis Media, Psoriasis, Acute Respira- 


tory Disorders, Rheumatic Arthritis| Fever, Rhinitis, 


evaluate the action of some Homoeopathic Drugs on 


Rheumatism, Rheumatoid Arthritis, Sciatives Sinusitis, 


Conditions arisen from Sports, Tonsillitis, Urticaria 
and Warts. 


s 
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3.3.14 2149 cases belonging to these problems 
have so far been registered for supply till aa 


3.3.15 Studies are in progress on the efficacy of 
Bowel Nosodes on various ailments ang Clinical Veri- 
fication of 55 Homoeopathic Drugs mainly of indige- 
nous origin, Studies-are also under progress to 


animal and human viruses. These studies were con- 


fined to ‘Similiki Forest Virus” and “Chick Embryo 


Virus”. From the studies conducted it has been cb~ 


Served that some of the Homoeopathic Drugs. have 


‘marked virus inhibitory properties, 


3.3.16 The Council also engaged itself in relief 
work during the outbreak of viral encephalitis, the 


Dysentery and Jaundice in West Bengal, - Madhya 
Pradesh, Orissa & Gujarat, Medical Relicf Camps 
were also organised at Trilok Puri & Mangol Puri 
in New Delhi in November, 1984, 


‘3.17 ii the field of Drug Proving, the Council has 
so far published proving data with regard to five 
Homoeopathic Drugs, During the year under review 
proving of another 2 Homoeopathic Drugs was con- 
pleted and work on another 8 drugs is in progress, 


3323.48 The Council has under-taken Drug Stan- 
Gardisation studies in respect of-a number oi drugs 
mostly of indigenous origin. It has so far completed 
Studies in respect of 15 drugs. Studies are in progress 
on another 26. drugs. 


3. 3.19 “The Council has conducted seven survey 
tours and collected 233 specimens of plants or 
which 105 plants .of medicinal value have been 
identified. The Council also collected folklore 
claims of many of these drugs used by the local 
people. 


3.3.20 The Documentation and Information Di- 
vision of the Council has 3525 books on Homoeo- 
pathy and Allied Sciences. It subscribes to twenty 
five foreign and twenty eight Indian Journals and 
periodicals, 2602 back issues of various journals 
subscribed by the Council are being maintained in 
its Library. 


3.3.21 Documentation on 170 drugs has been 
completed and work on another 10 drugs is ia pro- 
gress réview, and revision 
relation to other work is in progress. 
of Homoeopathic Therapeutics on disorders of 
Gastro-intestinal Tract, Behavioural disorderg and 
Rheumatic and -other disorders of the joints is in 
progress. 


3.3.22 The data collected on clinical problems 
_ undertaken by the Council for investigation, is being 
updated. The Documentation. and Information Di- 
vision has prepared four Bibliographic lists from 
the sources available in the Library. These are being 
processed for publication of the quarterly Bulletin 
and started the bi-monthly Newsletter entitled 
“CCRH: NEWS” from June, 1982. 


3.3.23 The Council has a provision of Rs. 40.00 
lakhs and Rs. 21.35 lakhs under Plan and Non- 
Plan Schemes respectively during 1984-85. 


of Knels repertory in 
Compilation 


“Government of India, 


‘3.4 Central Council. for Research in - Yoga. and 
Naturopathy. 


3.4.1 The major activities of the Council during 
1984-85 constituted providing assistance for con- 
ducting research to 9 Yoga and 13 Naturopathy 
projects approved by the Governing Body. of the 
Council and two. Yoga projects initiated by. the then’ 
CCRIMH. Tie Council is at present processing new 
schemes received from different organisations. The 
research schemes “Yoga exercises in the. manage- 
ment of Irritable Bowel. _Syngrose” | conducted. at 
G.B. Pant ‘Hospital, New Delhi has been. completed 
on 30-8- 84. 


3.4.2 Since no separate agency has been estab- 
lished for the purpose of standardisation -of. educa- 
tion in Yoga and Naturopathy the Council is charg- 
ed with this responsibility. Two colleges—one at 
Hyderabad and the other at Lucknow are getting 
grant-in-aid for conducting 4-1/2 years course. in 
Naturopathy. : 


3.4.3 A provision of Rs. 30.00 and Rs. 0. 87 
0.87 lakhs exists under Plan and Non-Plan respec- 
tively for the Council for 1984-85, 


3.5 Ceattral Research Institute. for Yoga. 


3.5.1 The Institute established as an autonomous 
body in 1976, has been carrying out fundamental 
research on various yogic practices, and clinical re- 
search, on a pilot basis, on evaluation of yogic 
practices in treatment of Asthma, Obesity, Arthritis, 
Spondylosis, Diabetes and Gastro-intestinal Dis- 
orders. 


- 3.5.2 Vishwayatan Yogashram: 


Vishwayatan Yogashram, an aided private regis- 
tered society, provided training in respect of diffe- 
rent aspects of yoga to about 58835 persons for the 
period upto the end of October 1984. -Its- branch at 
Katra, Jammu and Kashmir, imparts Diploma of 
Training in Yoga. The course is recognised by the 
Ministry of Education ‘and 
Social Welfare. ) 


Regulation of Educational 
sional Practice 


4.1 The Centrat Council of Indian Medicine and 
the Central Council of Homoeopathy continued to 


Standards and Profes- 


regulate, the educational standards . and. professional 
practice of the practitioners of Indian Systems (viz. 
Ayurveda, Unani-Tibb and reaee) and Homoeo- 
pathy tespectively. Se 

“4.2 Thé Central Council of Indian Medicine, 
New Delhi was” established in 1971 under the 
Indian Medicine Central -Couneil* Act, 1970. After 
the first election of the Central Council of Indian 
Medicine ‘tinder the provision of ‘Indian ~Medicine 


Central “Céiincil® Act, 1970, thé Central’ Council was 
réconstituted " in May; 1984. The members of the 


Council met ‘in Delhi from 17th to 19th July, 1984 
and elect the President, Vice-Presidents ~~ and 

Members. .of .yarious. Committees of the Council. 
The Council is. responsible for laying down and 
maintaining uniform standards of education in the 
fields: of Ayurveda, | Unani and Siddha and regulat- 
ing practice in these fields under. the provislons of 
this - Act.- The. syllabus and curriculum for Under- 
gtaduate and Post-graduate education in these sys- 
tems have already been prescribed and most of the 
colleges have - adopted the’ same. The Central Gov- 
ernment approved the regulations, relating to © stan- 
dards of professional conduct, etiquette and code of 
ethics for. practitioners .of ISM, formulated by the 
Council, with effect. from: 16-10-1982. 


“4.3 A budget provision “of Rs. 2.00 lakhs ‘and 
Rs. 6.34 lakhs was made under Plan: and agate 
respectively daring” 1984-85. 


- 4:4 The’ Central Council of Homoeopathy, con- 
stituted under the Homoeopathy . Central Council 
Act, 1973, has prescribed. the following regulations 
relating to education and tegistration, | 


sds The ‘Homoeopathic Diploma Course) Regu- 
; .. lations, .1983. 


#29. “Fhe' Homoeopathic abgrke Coiinsey. Regula 


| ~ tions, 1983, 
: 3. The Homoeopathic (Grades. ibeeres Cone) 
Regulations, 1983. 


4. ..The Homoeopathic (Minimum . Standards of 
= Education) Regulations, 1983... ; x 


tay 
i 
me.) 
P 


_ The. Homoeopathic. Central. aoyeal (Regis- 
tration). Regulations, 1982. 


ide 


.6. The Homoeopathic. Central Council . (Inspec- 


tors and Visitors) Regulations, | 1982. 


4.5 Ingpections of 14 ‘Homoeopathic ‘Medical Col- 
leges have been carried Out to assess whether the 
colleges satisfied the minimunr norms and standards 


as specified in the Regulations in regard to teaching 


staff, equipment, accommodation; training and other 
facilities: Inspection” 


Karnataka, Kerala and West Bengal will be. car- 
ried out during 1984-85. pubes 


4. 6 As provided | under ‘the Homoeopathy Céntral. 
Council” (Registration) Regulations, applications for 
direct registration in Part I are being entertained. 
. 4.7: The work relating to maintenance - of Central 
Register .of Homoeopathy ‘has been started- and the 


-of 21 more Homoeopathic * 
Medical “Colleges in-thée “States of “Andhra Pradesh, ~ 


State. Boards/Councils have been asked to furnish: 


upto. date régisters of -Homoeopathy.. - 


. “? 


4.8 A provision of Rs. 4.00 lakhs and Rs. 2.92: 


lakhs~ exists -under plan and algun Spec 
for ies pea 1984- 855 


National Institutes. 


Mache as a ~ 


5,1. The two National Institutes, viz. the National 
Institute of. Ayurveda, Jaipur and the National In- 
stitute of poe pay. Calcutta are autonomous 
organisations. er pant 


55. 2 ‘National lustitute of Ayurveda aa al : 


The: National ‘Tastitute of ‘Ayurveda, Jaipur - “was 
established in F ebruary, i976 to evolve and. demon- 
strate high standards. of. training, teaching. and. re- 
search. It has an admission capacity of 60 for. the 
undergraduate course and a total of 30 for the 
post-graduate courses in its six departments. For 
the first time, the institute conducted, on behalf of 
the University of Rajasthan and pre-admission test 
on all India basis at different centres for admission 
in the Pre-Ayurvedic course of the institute for 1984 
and admitted 60 students. 


5.2.1 The Institute runs two hospitals “RGR 
a separate Maternity. and Child .. Welfare -hospital 
having a total --of..-156 beds: - Under - -the. Scheme 
“Medical Aid . to Scheduled, Caste. and Scheduled. 
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Tribes _ “Areas ‘including ‘Economically backward 
areas” ‘the Institute organised AS. camps in wititch 
a2, lakhs patients were, treated. oe et . 


. "5.20 The catisttiigtio’ "2 “6h additional - Teaching 
Wing has been completed (2 wings of ground floor 
and two wings of first floor). The Water Reservoir 
construction has been completed and started’ fune- 
tioning. The fidod- -damaged kitchen and stores have 
been reconstructed. The construction work which is 
in progress consists of (1) first. floor on O.P.D. 
Buildings; (2) Extension of Maternity Block uP to 
‘OPD; and (3) Terracé in the Assembly Hall. - The 
cost of these construction works’ being undertaken 
-is. Rs. 66.98 lakhs. 


ae : 2 *. “The Institute Ma a . Pharmacy wherein. al- 
most all the medicine _ required for the LP.D., 
O.P.D., Medical Aid Camps and research purposes 
“are fptaifacteHel.* “During” the year, ‘the Pharmacy 
has manufactured 182 varietiés of Medicines worth 
Rs. 1.3 lakhs... 


"5.2.4 The budget allocation under Plan and Non- 
‘Plan schemes for the year 1984-85 is Rs. 46.56 
‘lakhs and ‘Rs. 4S. 00 lakhs, respectively. Loa 


“National fistitute of Unani spi ee af 


5. 3 The Gcempaalt of -India Kane degiints to 
F kaabish the National Institute. of Unani Medicine 
~ at Bangalore, in collaboration with the Gevernment 
of Karnataka. The Jnstitute. is expected to start 
functioning after the requisite see uses of its re- 
“gistration are completed. 


National Institute of Homoeopathy, Calcutta 


5:4 Tt was established as a model feaching, train- 
“ing and fesearch centre so as to promote the growth 
and all round development of Homoeopathy. The 
“Institute is to shift soon to the new premises at the 
‘Salt Lake ‘City area. From- October, 1977 the 
“Institute is conducting the Din. N.I.H. course. The 
- selection of students is made through an entrance 
“test conducted at Delhi. Hyderabad, Madras, Cal- 
- cutfa’ and) Trivandrum. The course iS of rz years’ 
“duration “and the admission capacity is 16. The 
“gvllabus’ of the Graded Decree Course, with some 


linked -with: the «Central. 
‘Homoeopathy. © Clinical 


additions have been adentedss for-. ae iP »N«A.H. 


COUTISE. ° 


5.4.1 The research activities of the Tustitute are 
Council. for-Research in 
research on diseases like 
Bronchial Asthma, Hypertension, Rheumatoid. arth- 


titis, Diabetes is in progress. The Institute is also 


under Societies Registration Act, 


engaged im - anug: standardisation: 


National Institute of Naniropade Pune é Re 


5.5 The National Institute of Naturopathy, Pune 
has been registered as an autonomous organisation 
1860 in Septem- 
ber, 1984. The Institute will be located at Bapu 
Bhavan, Pune. 


Post-graduate..Centres_ and Dinara 


- complete. 


6.1 Besides ‘the: National Institute of Ayurveda, 
Jaipur, the Gujarat Ayurved University, Jamnagar 
and the Banaras Hindu University, Banaras, have 
fully fledged post-graduate facilities . for Ayurveda. 


6.2 The Institute of Post-graduate Teaching” and 
Research, Jamnagar, is a constituent of the Gujarat: 
Ayurved University. Grants-in- aid: are provided: By 
the Government of India for its maintenance arid 
development. The Institute has facilities, for post- 
graduate training in six specialities with a total 
admission capacity of 30 for M.D. Ayurveda. Five 
students were awarded Ph.D. -The Institute. has 6 
research laboratories, 2 medical units and a” siddhal 
department. 


6.3 A 100 roomed~’ students. Hostel~ is" almost 
The construction of -the Hospital ward 
Block, Phase-I is: in progress. An. office-cum-store 


‘building at the Saroi Medicinal Plant. Garden has 
been eompieted: : Sel 


6. 4 Under the. Central. Sector. a rere proyision 
of Rs. 14.00 lakhs and Rs. 42.03 lakhs was made 


- under Plan and Non-Plan..respectively. during 1984- 
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6.5 The Post-graduate Departments. of Ayurveda 
in the Institute of Medical Sciences, Banaras estab- 


- Jishéd “in 1963 with cent per cent Central assistance, 
“imparts post-eraduaté tyainirig in seven specialities 


with -a total admission capacity of 20. It admits 
students for Ph.D. also. From 1980-81, it is financ- 
ed through the University Grants Commission. 


6.6 In addition so far, 25 departments in 16 
Governmeit Ayurvedic Colleges were sanctioned for 
upgrading for post-graduate education under Cen- 
trally Sponsoed Scheme with 100 per cent Central 
assistance. This includes one department at Gov- 
ernment Ayurvedic College, Trivandrum sanctioned 
for upgrading in the current year. The total admis- 
sion capacity in these colleges for post-graduate 
education is about 145. 


6.7 The total seats available for Post-graduate 
education in Ayurveda in the Institutes and Col- 
leges are at present 225. 


6.8 There are two post-graduate departments for 
Siddha . medicine at the Government College of 
Indian Medicine, Palayamcottain (Tamil Nadu) with 
an -adminsion capacity of 20 students. 


6.9 Three Departments in Nizamia Tibbia Col- 
‘lege, Hyderabad and one department in A.K. Tib- 
bia College, Aligarh were functioning for post-gra- 
duate education in Unani Medicine with an admis- 
sion capacity of 27. 


6.10 At present, Post-graduate course in Homo- 
eopathy is not available in the country. | 


‘Training of Teachers of Under-Graduate Colleges 
-of ISM & H 


8.1 The main objectives of the scheme are to 
‘provide orientation training in © modern research 
techniques and advances, professional competence 
‘and knowledge in the concerned subject and ap- 
praisal of research methodology to teachers without 
post-graduate qualifications. The scheme envisages 
two type of courses, one of six weeks’ duration. 
This year six weeks’ courses in four departments in 
Government Ayurvedic College, Patiala are propos- 
ed to be arranged. The Central 
Rs. 58,800.00 has been released. 


assistance of 


" Grants-in-aid to ‘Voluntary Organisations 
-. 8.1 Central. assistance is. provided to the extent 
of Rs. 1.60 lakhs per college . run by voluntary 


&6. 


organisations for (i) purchase of laboratory equip- 
ment for Pathology and Physiology Departments 
and (ii) for setting up of the Book Banks for the 
use of students belonging to Scheduled Castes/Sche- 
duled Tribes and Weaker sections of the society. 
During the current financial year, grants-in-aid 
amounting to Rs. 16.56 lakhs have been sanctioned 
to 11 colleges in Indian Systems of Medicine and 
Homoeopathy till the end of October, 1984... 


Publication of Text Books 


9.1 It is prposed to print/translate authentic lite- 
rafure of Indian Systems of Medicine comprising the 
following categories only at present :-~— 


(i) Books included in the curriculum and 
syllabus prescribed for Under-graduafe 
and Post-graduate courses by the Central 
Council of Indian Medicine 

Books included in the First Schedule to 
the Drugs and Cosmetics Act. 


(i) 


Development of State Pharmacies of ISM = 


10.1 The Central. Government is providing as- 


‘sistance to. State Governments for the development 


of State Pharmacies, herbal farms and drug testing 
laboratories within an overall ceiling of Rs. 8.00 
lakhs per pharmacy. Since 1976-77, 16 pharmacies 
in various States have been approved for such as- 
sistance. Bv the end of 1984-85, 10 pharmacies 
mav be receiving the maximum amount admissible 
under the scheme j.e. Rs. & lakhs. A provision of 
Rs. 14 lakhs has been made during 1984-85. 
Indian Medicines Corporation 
Limited 


Pharmaceutical 


11.1 The Government of India has established 
the Indian Medicines Pharmaceutical Corporation 
Limited (IMPCL) as a. public sector. undertaking at 
Mohan (Uttar Pradesh) with the registered office 
at Mohan (Uttar Pradesh). The Kumaon. Mandal 
Vikas Nigam, a public’ sector undertaking of the 
State Government: of Uttar Pradesh, is participating 
in the establishment of this Corporation by contri- 
buting towards its equity: The main objecives - of 


the project are to make: available good quality medi- 
_cines of Indian Systems of Medicine for supply ‘to 


Government Institutions and research’ units. and 


also for sale in the open market in due course. 
The authorised share capital of the Corporation is 
Rs. _50 lakhs and subscribed share capital/equity 
Rs. 32.75 lakhs. The Government of India provided 
a loan of Rs. 10 lakhs towards the augmentation 
of the working capital towards the close of the 
year 1983-84. The amount has_ been actually 
drawn during 1984-85. To meet the production tar- 
get of medicine worth Rs. 50 lakhs during the year, 
among other things, it has been proposed to invest 
a further amount of Rs. 10 lakhs towards the share 
capital, by the Government. of India. The Corpo- 
ration has obtained land and buildings. Most of the 
machineries and equipment have been installed and 
most of the. operating staff have been _ recruited. 
During the. year, steps have been taken for collec- 
tion of raw material through the Kumaon Mandal 
Vikas Nigam and some cooperative societies, be- 
sides the local villages. The quality control labora- 
tory will be properly equipped and staff appointed. 
The Corporation has since started production of 
drugs and supplies are already being made to: the 
Central Government Health Scheme (CGHS).  Ar- 
rangements have also-been made to supply some 
quantity of medicines to Research Councils undet 
the ISM and some other consuming Deptts. of. the 
Government of India. 


Pharmacopoeia Committees, indian Systems of Me- 
dicine 


12.1 The Hindi version of the first part of Ayur- 
vedic Formulary of India containing 444 formula- 
tions..has been sent to. Press for publication. The 
first part of Ayurvedic Formulary of India (English 
version) has been re-examined and certain errors 
pointed out have been corrected. The second part 
of Ayurvedic Formulary in Hindi and English has 
been completed and will be sent to Press for publi- 
cation after approval of the Ayurvedic Pharmaco- 
poeia Committee. 


12.2 The first part of the National Formulary 
of Unani Medicine in English containing 440 for- 
mulations has been printed and released for sale. 
The work on the second part is in progress and 124 
formulations out of 251 have been approved by the 
Sub-Committees, Urdu.version of. the first part. of 
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the National Formulary of Unani Medicine hag been 
completed and will be printed after approval of the 
Unani Pharmacopoeia Committee. 


12.3 The first part of the Tamil version of the 
Siddha Formulary of India containing 248 formu- 
lations has been printed and released for. sale. 


Monographs on Single Drugs of ‘Plant Origin 


13.1 The sixty recast draft monographs have-been 
approved by the Working Group for the. consider- 
ation of Ayurvedic Pharmacopoeia Committee. An- 
other twenty draft monographs ~ have also ~been 
drafted and are being finalised. 


13.2 Ayurvedic, Siddha and Unani Drugs Tech- 
nical Advisory Board has been reconstituted under 
the Druys. and Cosmetics Act 1940 for its proper 
and elfective implementation in respect of manufac- 
ture fot sale of Ayurvedic, Siddha and Unani drugs. 
The Ayurvedic, Siddha and Unani Drugs. Consulta- 
tive Committee has also been constituted. : 


Homoeopathic Pharmacopoeia Committee __ 


14.1 The Working Group set up by the Homoeo- 
pathic Pharmacopoeia Committee met three times 
during the year and approved 46 monographs and 
75 Finished Product Standards to be placed before 
the Committee. The Committee met. twice during 
the year and approved 45 monographs for inclusion 
in. the Homoeopathic Pharmacopoeia of India. 


14.2 On 24th August, 1984 the Hon’ble Minis- 
ter for Health nad Family Welfare released the 
Fourth Volume of the Homoeopathic Pharmaco- 
poeia of India which was ‘brought out by the — 
mittee. . 


Pharmacopoeial Laboratories 


15.1 The Pharmaconoeial Laboratory of Indian 
Medicine and the Homoeopathic Pharmaconoeia 
Laboratory both situated in Ghaziabad, are subor- 
dinate offices of the Ministry. 


15.2 The pharmacopoeial Laboratory for Indian 
Medicine, is engaged in laying down the standards 
of «single drugs and formulations of 
Ayurvedic, .Unani and.-Siddha systems of Medicine. 


compound 


The laboratory has drawn up standards and testing 
procedures On chemeal and pharmacognosticai basis 
for 52 samples of single drugs inciuded in Ayurve- 
dic Formulary of India—and prepared 35 pharma- 
copoeial monographs on single drugs for finalisa- 
tron by the Ayuvedic Pharmacopoeiai Committee 
and their inclusion in the Ayurvedic Pharmacopo- 
eia to be published soon. In addition, the labora- 
tory has tested 20 samples for checking the chemi- 
cal data for finalisation of monographs. The Labo- 
ratory is maintaining a herbarium and crude drug 
museum of single drugs of vegetable, mineral and 
animal origin having 560 samples out of which 60 
sampies have been added procured from different 
sources including survey units of Cental Council for 
Research in Ayurveda and Siddha for standardisa- 
tion. The laboratory has also received 14 samples 
of compound formulations from CCRAS for laying 
down their standards and testing procedures. Efforts 
have aiso been made to grow some important me- 
dicinal plants for experimentation. 


15.3 The Homoeopathic Pharmacopoeia Labo- 
ratory, established in 1975 functions as a standard 
sctting-cum-drug testing laboratory at National level. 
Tt is well-equipped with sections for Pharmacogno- 


sy, @harmaccuiical Coemisiry, @oarimacciogy, 110- 
inoeopaihy, Microbiviogy, iviuscum and Library. 
standards of 79 raw materials and OV iunished pro- 
ducts were completed. Veriiicaiion of existing siai- 
dards was done in 36 cases and 58 drugs were 
cested under the Drugs and Cosmetics Act. la ad- 
dition, 47 preparations of standard drugs were 
made, 24 specimens were added to the garden, 40 
to the herbarium and 18 to the museum. The lio- 
rary has been further strengthened with the addi- 
tion of 412 books and journals and the pnotogra- 
phy cell with 427 photos. 


15.4 The standards are released in the form oi 
Homoeopathic Pharmacopoeia of India. The Minis- 
try has released four volumes compirsing 492 mo- 
nographs on raw-materials. Fifty volume with stan- 
dards on 100 drugs is under publication. Limits oi 
alcohol content for most of homoeopathic tinctures 
have been notified. In addition to released standards 
which are mandatry, the laboratory maintains re- 
commendatory standards for a good number of Ho- 
mocopathic drugs. It is also working on “Computer 
based Information data bank” or Homoeopathic 
drugs. It has organised one workshop on analytical 
control and also participated in two exhibitions. 


CHAPTER IX 


Hacilities For Scheduled Castes and Scheduled Tribes 


1.1. Heaith Care and Family Welfare services are 
being provided to all people without any discrimina- 
tion of caste, creed, sex eic. With the adoption of 
cconomic growth with distributive justice as one of 
the major goals of planned development, the socio- 
economic development of the weaker sections of the 
society pariicularly the scheduled castes and scheduled 
tribes has assumed greater importance. Accordingly, 
a broad strategy was evolved for welfare and develop- 
ment of tribals and the concept of Tribal Sub-Plan 
(TSP) was adopted during the 5th Five Year Plan. 
This strategy is still in operation and wili be followed 
during the 7th Five Year Plan also. The concept of 
a Special Component Plan for Scheduled Castes 
(SCP) introduced during the 6th Plan will be conti- 
nued during the 7th Five Year Plan. 


1.2. The Central Council of Health & Central 
Family Welfare Council are the advisory 
bodies to the Government of India in the field of 
Health and Family Welfare. The 10th Joint Confer- 
ence of these Councils held on July 9-11, 1984, while 
reviewing the implementation of Special Component 
Pian for Schtduled Castes (SCP) and Tribal Sub- 
Plan (TSP) urged that health activities included in the 
SCP and TSP should be strengthened and encourag- 
ed and also recommended that:— 


(i) Infrastructure to be developed in such areas 
should be carefuily monitored in order to 
ensure that the plans made are fully imple- 
mented and no diversion of funds takes 
place: 


(ii) Special pre-entry coaching is given to Sche- 
duled Caste and Scheduled Tribe candidates 
to compete and enter into health and health 
related institutions, including medical colleg- 
es; and 


ees Caen en 
(iti) Special incentives should be given to medical 
and para-medical personnel working in such 
areas. 


Strategy 


2.1. There are locational and qualitative imba- 
lances in the services provided to the scheduled castes 
and scheduled tribes. ‘The strategy adopied for meet- 
ing the health care and Family Welfare needs of the 
scheduled castes and scheduled tribes envisages the 
provision of preventive, promotive curative and reha- 
bilitative services through a net-work of Community 
Health Centres, Primary Health Centres, Subsidiary 
Health Centres Sub-centres and implementation of 
programmes for the contro] of communicable disease, 
undertaking a research in diseases to which SCs/STs 
are generally prone and establishment of more dis- 
pensaries| hospitals of Indigenous Systems of Medicine| 
Homoeopathy in or nearest io the localities inhabitated 
by scheduled castes and scheduled tribes, 


2.2. The Minimum Needs Programme in the State 
Sector supplemented by Centrally Sponsored Schemes 
and the training of medical and para-medical workers 
is the main instrument for the development of Pri- 
mary Health Care and Family Welfare Services for 
the scheduled castes scheduled tribes. 


Progress 


3.1. During the 6th Plan, the population coverage 
norms for setting up Primary Health Centres and 
Sub-centres for tribal and hilly areas have been relax- 
ed. Primary Health Centres and Sub-centies for such 
areas are sanctioned for a population of 20,000 and 
3,000 instead of 30,000 and 5,000 respectively. The 
state Governments have been requested that locate as 
far as possible 10 per cent of Sub-centres in SC Bas- 
ties| Villages having more than 50 per cent SC popu- 
lation. The 9th Joint Conference of Central Councils 
fo Health and Family Welfare recommended for relax- 
ing voverage of population norms further for the open- 
ing of Sub-centres, Subsidiary Health Centres, Primary 


Health Centres an Additional Primary 
Health Centres in the Tribal hamlets 
which are 5S km. away from the  avail- 
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able health delivery point and also in the scheduled 
caste Basties of those villages where health care facili- 
ties are not available. By the end of the 6th Pian, 
about 930 Primary Health Centres and 8688 Sub- 
centres in tribal areas are likely to be in position. 
Similarly, 64 Primary Health Centres and 1480 Sub- 
centres under Special Component Plan for scheduled 
castes will be on the ground by the end of 6th Plan. 


3.2. As a base level unit, Village Health Guide 
is being provided for a population of 1,000 or a vil- 
lage. But in villages which are having a population 
of more than 1,500 the States|UTs have been advised 
to select two or more Health Guides and one of them 
should belong to SC|ST community. By the end ot 
the 7th Five Year Plan, the entire country will be 
covered under this scheme. 


3.3. In order to ensure the direct delivery of pro- 
motive, preventive and curative health services in the 
blocks adjacent to the medical colleges, Primary 
Health Centres are being adopted in a phased manner 
under the scheme ‘Reorinetation of Medical Educa- 
tion-Extension of Health Care Services to rural areas’. 
Accordingly, the Primary Health Centres located in 
tribal areas are also being adopted by the Medical 
Colleges and 3 such Primary Health Centres in West 
Bengal, two in Rajasthan and 5 in Gujarat have so 
far been adopted. 

3.4. The Indian Council of Medical Research has 
taken up the following projects during the 6th Plan 
for the benefit of scheduled castes and scheduled tri- 
bes and these projects are in progress— 

(a) Multi-centric study on breast feeding prac- 
tices in the tribal population in Andhra 
Pradesh, Madhya Pradesh, Manipur, 
Meghalaya, Orissa and Rajasthan. 


(b) Study of Nutritional and Health Status of 
tribal population at Regional Medical Re- 
search Centres at Port Blair (A&N Islands) 
and Jabalpur (MP). 


(c) Study of Sickle Cell Anaemia in tribal/SC 
population of ‘Ranchi (Bihar) and Raipur 
(MP). 

(d) Study of MCH contraceptive practices in 
tribal population in Cuttack, Imphal, Rai- 
pur, Shillong, Udaipur and Warangal. 


(e) Study on cancer in tribal and backward 


areas. 
(f) Study on psychocsocial aspects of Wrhar 


population. 


90 

3.5. The All India Institute of Medical Sciences 
has taken up the study on the genetic aspects of dis- 
eases affecting tribal population especially haematolo- 
gical Sickle Cell and Communicable Diseases and 
genetic disorders, 


3.6. The research propects on diseases to which 
scheduled castes and scheduled tribes are generally 
prone taken up during the 6th Plan are in progress. 
The work of genetic and patho-genetic mapping on 
the Onges tribes of A&N Islands is also in progress. 


3.7. The National Institute of Heaith and Family 
Welfare, New Delhi has taken up a study on the gene- 
tic aspect and health status of tribal population in 
Bastar (MP) and significant progress has been made 
tic this project. Besides, a multi-centric study on 
women. breast-feeding and infant feeding undertaken, 
in tribal areas of six states is in progress. Majority 
of the population in slums generally belong to schedu- 
led castes and the Institute has, therefore, taken up a 
study to develop a health care delivery model for urban 
slums. 


3.8. The International Institute for Population 
Studies, Bombay has completed a “Demographic 
Study of Tribal Population in India” and the report 
of the study is likely to be finalised by the end of the 
6th Five Year Plan. 


3.9. Under the Indian Medical Council Act, 1956 
the Medical Council of India have framed Regulations 
with the prior approval of the Government of India 
laying down that in the case of candidates beionging 
to scheduled castes|scheduled tribes, the minimum 
marks required for admission to the undergraduate 
medical course shall be 40 per cent as against 50 per 
cent for the general candidates, 


3.10. Under the D.G.H.S. Scholarship Scheme, 15 
per cent and 5 per cent Scholarships are earmarked for 
Scheduled Castes and Scheduled Tribes respectively. 
In 1983-84 out of a total of 97 candidates, 6 SCs 
and one ST candidate who were found eligible were 
sanctioned scholarship. 


3.11. The National T.B. Control Programme aims 
at providing sputum case finding and domiciliary treat- 
ment facilities near to the house of the patient. As 
such peripheral health and medical institutions in the 
tribal areas are being developed|strengthened with a 
view to meeting the needs of the tribal people, In 


addition to 26 District ‘’.B. Centres, there are another 
6 T.B. Clinics functioning in the tribal areas. A total 
of about 1373 T.B. beds are also available for indoor 
treatment of T.B. patients. The Primary Health Cen- 
tres in the tribal areas are required to conduct about 
90 sputum examinations per month per Centre. About 
3913 sputum examinations were conducted during 
1983-84 by these Primary Health Centres. 


3.12. Under the Leprosy Eradication Programme, 31 
leprosy conrol units, 432 Survey Education and Trea- 
tment Centres, 8 Urban Leprosy Centres besides a Lep. 
rosy Treatment Centre and 78 Non-Medical Supervi- 
sors are functioning in the tribal areas. In addition, 
8 Leprosy Centres run by voluntary organisations re- 
ceiving grant-in-aid from the Central Government are 
also in position. About 90746 leprosy patients have 
been detected and recorded for treatment out of whom, 
53917 are under treatment in tribal areas. 


3.13. The Central Institute of Psychiatry, Ranchi’ 


iS providing services to the neighbouring villages which 
are located in Chhota Nagpur, tribal belt of Bihar. 


3.14. Diseases like Malaria, Filaria, Blindness, Goi- 
ve Sexually Transmitted Diseases, Cancer, Guinea- 
worm and other endemic ailments which effect a large 
population of SCs/STs are being tackled under the res- 
pective National Programmes. Two new schemes viz. 
Coaching of SC|ST medical students and Subsidising 
mess dues of MBBS undergraduates belonging to SCs| 
STs have been conceived. The schemes are being 
processed further and are proposed to be launched 
during the 7th Five Year Plan. 


3.16. A Tribal Development Planning Cell set up 
in Ministry of Health & Family Welfare continued to 
co-ordinate thie planning work in respect of the Tribal 
Sub-Plan and Special Component Plan for Scheduled 
Castes under the Central Sector. This Cell will be 
further strengthened in a phased manner during the 
7th Five Year Plan, 


indian Systems of Medical (ISM)/ Homoeopathy 


4.1. During the 6th Plan,  grant-in-aid fas been 
given to 33 undergraduate colleges of ISM and Ho- 
mocopathy run by voluntary organisations to set up 
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book banks for scheduled castes, scheduled tribes 
and other weaker sections of the society. 


4.2 In order to provide better health care facilities 
to scheduled tribes as well as for their socio-psycho- 
logical development, the Central Council for Research 
in Homoeopathy is establishing Clinical Research Units 
in tribal pockets of the country. During 1983-84, 10 
such Clinical Research Units were sanctioned and 10 
more units are likely to be set up during 1984-85. 
These Units will devote the first two years’ time for the 
door to door survey programme relating to the preva- 
lence of liseases, social habits, food habits of tribes, 
treatment viz-a-viz folklore claim and the response of 
the treatment. 


4.3 Health care facilities are being provided to the 
Scheduled Castes and Scheduled Tribes under the 
following projects of the Central Council for Research 
in Ayurveda and Siddha:— 


(a) Central Research Institute 5 
(b) Regional Research Institute 5 
(c) Regional Research Centres 10 
(d) Mobile Clinical Research Units 4 
(¢) Clinical Research Units 4 
(f) Tribal Research Projects | 3) 


During the period 1980-83, 217 villages were cover- 
ed and more villages are being added under these pro- 
jects . The Council under the Tribal Research Projects 
have taken up _ the survey of the area 
for the collection of data relating to nature and fre- 
quency of prevalence of diesases, food habit with re- 
gard to different seasons, customs and beliefs, natural 
resources, the standards and kinds of treatment avail- 
able to rural population, folklore claims prevalent in 
the zone of operation, medical plants available in the 
area and identifying them for utilisation for common 
ailments besides door to door survey to assess the 
health status and disease proneness and providing in- 
cidential medical aid. 


4.4. The Central Council for Research in Unani is 
also setting up Regional Research Institutions/Mobile 
Research Units in Scheduled Caste/Scheduled ‘Tribe 
areas. 


4.5. Dispensaries of Indian Systems of Medicine 
are being set up in tribal pockets of the Union Terri- 
tories. The State Governments are also establishing 
Ayurvedic/Homoeopathic Dispensaries in Scheduled 
Caste Basties and Tribal Sub-Plan areas from the State 
Plan Funds. 


Kinancial Implications 


5.1 An outlay of Rs. 37.45 crores for TSP and Rs. 
5183 crores for SCP has been provided under the 
Central Sector for the implementation of purely Cen- 
tral and Centrally Sponsored Schemes. The Centra- 
lly Sponsored Schemes are being implemented by the 
States and Union Territories. 


5.2 Efforts are being made to provied adequate 
funds by the States for Health Care and Family Wel- 
fare facilities to Scheduled Castes and Scheduled 
Tribes. The Siates are providing funds for this pur- 
pose in their Five Year and Annual Plans. The 
Ministry of Home Affairs have also extended Special 
Central Assistance to States|UTs for supplementing 
the funds to carry out the activities in Tribal Sub- 
Plan areas and also for Scheduled Castes under the 
Special Component Plan. 


Welfare of Scheduled Caste and Scheduled Tribe 
Employees in the Ministry 


6.1 The Scheduled Castes|Scheduled Tribes Cell set 
up in the Ministry of Health & Family Welfare con- 
tinued to look into the grievances of the Scheduled 
Caste|Scheduled Tribe Employees of the Ministry. 
It circulated various orderslinstructions received from 
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the Department of Personnel and Administrative Re- 
forms, in the Ministry and to other Institutions under 
the Ministry for guidance and compliance. It also 
collected various types of statistical data relating to 
the reservations for Scheduled Castes/Scheduled 
Tribes from various Offices/Organisations under the 
Ministry as required by the Department of Personnel 
and Administrative Reforms, Ministry of Home Aff- 
airs, the Commissioner for Schedufed Castes|Schedul- 
ed Tribes and the Commission for Scheduled Castes| 
Scheduled Tribes. This cell assists the Liasion Offi- 
cer in scrutinising cases where proposals for dereser- 
vation of posts are mocted. Advice is also rendered 
regarding reservation procedvres and maintaining of 
rosters to Sections and other Offices. 


6.2 The total number of Government Servants and 
the representation of Scheduled Castes/Scheduled 
Tribes in the Ministry, its attached and subordinate 
offices (ii) Public Sector Undertakings and (ili) Auto- 
nomous/Statutory Institutions as on 1-1-1984 are 
given below:— 


6.3 Number of Scheduled Caste/Scheduled Tribe 
Employees in the Ministry and its offices. 


aetna rt 


Total Schedu- Schedul- 
No. led led 
Castes Tribes 
1 Ministry, including attached/ 
subordinate offices. 28,366 6,116 “O11 
QL 562) + C20 
2 Public Sector Undertak- 
ings (Hindustan Latex 
Limited and I.M.P.C.L.) 820 141 19 
(E7195) Me Se 7a) 
3 Statutory/Autonomous 
Institutions 14,320 2 881 261 


20.12%) G82 


ees 


CHAPTER X 


Use of Hindi in official work 


1.1 For the implementation of the Official Language 
Policy of Government of India, there is an Offi- 
cial Language Division consisting of three sections, 
namely, Hindi I, Hindi Il & Official Language Im- 
plementation Section in the Ministry of Health & 
Family Welfare under the charge of a Joint Secretary 
who is assisted by one Sr. Hindi Officer and two 
Hindi Officers. This division looks after the imple- 
mentation of various provisions of Official Language 
Act, 1963 and ‘Rules made thereunder in the Ministry 
proper as well as in attached and subordinate offices 
and other autonomous and _ statutory organisations 
under the Ministry. 


1.2 In the Directorate General of Health Services 
which is an attached office of the Ministry. there 
is a separate Hindi Section to look after the imple- 
mentation of Hindi in official work. In other larger 
subordinate and autonomous organisations a'so Hindi 
Cells have been created to promote the use of Hindi 
in their Official work, 


1.3. The inspection team created in the year 1983 
to review the implementation work in the subordinate 
as well as the autonomous organisations under the 
Ministry, continued the inspection work. During the 
year under review, nine offices were inspected. Short- 
comings, wherever found, were brought to the notice 
of offices with a view to removing the same, 


Official Language Implementation Committee 


2.1 An Official Language Implementation Com- 
mittee under the chairmanship of a Joint Secretary 
continued to function during the year under reivew. 
The committee had four meetings during the year. 
Emphasis was laid on achieving the targets fixed by 
the Govt. of India under annual programme for the 
year 1984-85. Most of the targets have already 
been achieved, namely, 100 per cent letters are now 
being replied to in Hindi; letters to Hindi speaking 
States are mostly being issued in Hindi: agreements 


with foreign Governments/agencies are also being 
prepared in both the languages; codes, manuals ete. 
are invariably being printed bilingually; more 
than 25 per cent telegrams to Hindi speaking States 
are being sent in Hindi. 


2.2 The Official Language Implementation Com- 
mittees of the attached and subordinate offices also 
met regucarly, Minutes of their meeting were 
review in the Ministry as well as in the Meetings of 
the Hindi Advisory Committee of the Ministry. 


Meeting of Motivated Officers 


3.1 A meeting of officers motivated to work in 
Hindi was held on 21-4-1984 under ‘the chairman- 
ship cf Joint Secretary incharge Hindi in which offi- 
cers were persuaded to write their notes etc, in Hindi 
at least on the files to be disposed of at their level 
if their senior is a non-Hindi knowing person. All 
these officers have now been included in the Official 
Language Implementation Committee, 


Hindi Advisory Committee 


4.1 The Hindi Advisory Committee of the Minis- 
try met thrice during the year under review (upto 
October, 1984). All miajor recommendations of 
these meetings have etiher been implemented or are 
in the process of implementation. 


Cash Prizes 


5.1 A scheme of giving cash prizes for doing not- 
ing and drafting in Hindi is being implemented in 
the Ministry and every year prizes are given to the 
employees doing maximum work in Hindi. 


Infroduction of Raibhasha Shield 


6.1 A scheme of awarding Rajbhansha Sield to 
the Section doing maximum of its work in Hindi has 


been introduced in the Directorate General of Health 
Services. A similar scheme to be introduced in the 
Ministry proper is under consideration. 


Setting up of Hindi Workshop 


7.1. With a view to removing hesitation to work 
in Hindi of the employees having proficiency or 
working knowledge of Hindi, one common work- 
shop was organised in the month of March, 1984 
for the employees of the Ministry and Directorate 
General of Health Services. All subordinate offices 
and autonomous as well as statutory organisations 
have been advised to organise such workshop in 
their respective offices. 


Important Decisions 


8.1 The Official work of one Section in the Minis- 
try (other than Hindi Section) is now being conduc- 
ted in Hindi only. 


8.2 With a view to encouraging the authors of 
original books in Hindi and in other regional langua- 
ges translated into Hindi on the subjects specified 
below, the Ministry of Health& Family Welfare have 
decided to introduce a scheme of awards to such 
authors. Five best books in Hindi and five in other 
regional languages translated into Hindi are to be 
selected every year for awards which carry a value 
of Rs. 5,000!- each and should be on one of the fol- 
lowing subjects. 


(1) Primary Health Care (2) Community Medicine 
(3) Maternal and Child Health (4) Public Health 
(5) Hygiene and Sanitation (6) Prevention of Com- 
municable Diseases (7) Manuals/test books for para- 
medical workers (8) Nutrition (9) Prevention of disa- 
bilities (10) Mental Health. The scheme was adver- 
tised in leading English and Hindi newspapers in the 
month of September, 1984. It was also covered in 
the A.I.R. & T.V. News bulletins. 


8.3 The State Governments have been requested 
to consider preparation of question papers in Enelish 
and Hindilregional language for admission to MBBS 
course and also to give option to the candidates to 
answer the question papers in English or in Hindi 
regional language. 
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8.4. The Ministry of Health and Family Welfare 
have decided to supply Hindi newspapers to the offi- 
cers or the rank of Dy. Secretary and above to in- 
crease their interest in the language. 


Literature and other Publications 


9.1. All the officers and sections in the Ministry 
demanding help literature like glossory of adminis- 
trative terms, Karyalaya Sahayika, English-Hindi dic- 
tionaries etc. were given the same to help them in 
preparing their notes and drafts in Hindi. 


9.2. Various manuals were _ translated/printed 
bilingually during the year under review. A dairy for 
the year 1984 was prepared and printed bilingually 
and supplied to the village Health Guides in the 
country for their use. 


9.3 Dr. Ram Manohar Lohia Hospital continued 
to bring out its monthly Hospital Bulletin in Hindi. 


9.4 ‘Arogya Sandesh’ and ‘Hamara Ghar’, two 
monthly journals and ‘Jan Swasthya Rakshak’ a 
quarterly, continued to be brought out in the Hindi. 


Provision of Devnagari Typewriters 


10.1 More Devnagari Typewriters were purchased 
by the subordinate offices to ensure that Hindi work 
does not! in any manner suffer due to shortage of 
typewriters. While the total number of Devnagari 
Typewriters in these offices was 56 during the pre- 
vious year, it has now increased to 109. In the 
Ministry proper and the Directorate General of 
Health Services the number of such typewriters is 
55 and 23 respectively. 


Notifying names of Offices under Rule 10(4) of the 
Official Languages Rules, 1976 


11.1 Names of four more subordinate offices 
wherein 80 per cent or more of the staff have acquired 
a working knowledge of Hindj were notified in the 
Official Gazettee during the year under review. The 


total number of such offices has now increased to 
45. 


Denartmental Library 


12.1 There is one common departmental library 
for both the departments of Ministry and Directorate 
General of Health Services. Hindi books are being 
added every year. All major Hindi papers and per- 
iodicals are also subscribed to. 


95 


Hindi Teaching are presently under training. 

13.1 Of a total of 938 employees, 848 have either 
been trained in Hindi or possess requisite Hindi 
qualifications. 25 employees were Sponsored _ for 14.1 The Committee of 
Hindi teaching during the year under repert. Simi- 
‘arly out of a total of 116 Stenographers and 168 on 18th May, 1984. The suggestions given by the 
Typists, 63 Stenographers and 92 Typists have so Committee were implemented during the year under 
far been trained and 13 Stenographers and 20 Typists review. 


Committee of Parliament on Official Language 


Parliament on Official 
Language visited the Department of Family Welfare 


CHAPTER XI 


International Cooperation for Health and Family Welfare 


1.1 In the field of Health and Family Welfare, va- 
rious international agencies like WHO, UNDP, ILO, 
UNICEF, UNFPA, World Bank, as also a number of 
foreign agencies like SIDA, DANIDA, NORAD, 
ODA and USAID have been providing technical and 
matcrial assistance in the implementation of a num- 
ber of important health care delivery programmes in 
India. 


1.2 Out of the international agencies mentioned 
above, World Health Organisation (WHO) and the 
United National International Children’s Emergency 
Fund are most intimately concerned with health pro- 
motion and development. India js a member of both 
these bodies and pays regular annual contributions as 
fixed from year to year. India’s annual con- 
{ribution to WHO for the year 1985 has 
been ffixed at $8,22,920. In addition to 
this regular annual contribution, India pro- 
posed to contribute a sum of $35,000 towards the 
WHO Special Programme for Research, Development 
and Research Training in Human _ Reproduction 
(HRP), $25,000 towards the UNDP|World Bank| 
WHO Special Programme for Research and Training 
in Tropical Diseases (TTR) and $520,000 towards the 
WHO Diarrhoeal Diseases (TDR) Control Program- 
me (CDD) during 1984-85. The annual contribution 
to the UNICEF is paid from the budget of the Minis- 
try of Social Welfare. 


Infernational Assistance 


2.1 World Health Organisation: The WHO provi- 
des financial assistance to member countries on a 
biennium basis, in the form of short-term consultants, 
fellowships, supplies and equipment and grants| sub- 
sidy for Group Educational Activities. Assistance of 
the order of $9,920,000 will be available to India du- 
ring 1984-85 from regular budgetary resources of the 
W.H.O. and $48.50,000 from its extra budgetary re- 
sources such as United Nations Development Pro- 
gramme, Voluntary Fund for Health Promotion etc. 


2.1.2 In addition to this, WHO also assists the 
member countries through its special programmes like 
WHO Special Programme for Research and Training 
in Tropical Diseases (TDR), WHO Special Prog- 
ramme for Research Development and _ Research 
Training in Human Reproduction (HRP) and WHO 
Global Diarroheal Diseases Contro] Programme 
(CDD). The assistance is provided by WHO to spe- 
cified institutions or for specific Research Projects| 
proposals. 

2.1.3 WHO also makes available funds from its 
Regional|{nter-Country budget, for certain specific 
ad-hoc activities undertaken by member States in case 
the activities are of such a nature as to be of benefit 
to more than one country. 


2.2 USAID 


2.2.4. Private 
Proiects: 


Voluntary Organisations for Health 

A Project Grant Agreement was signed on 31-8- 
1981 between the Government of India and the USAID 
for a grant amount of $20 million US-owned rupees 
for expanding and improving basic and preventive 
health, family planning and nutrition services for the 
poor by strengthening private and voluntary health 
sector with special attention to the under-served areas 
and deprived population. By October, 1984, the 
proposals for four eligible voluntary organisations 
amounting to Rs. 4,24,30,097 were approved by the 
Grants Committee of the Ministry. 


2.3 UNICEF ASSISTANCE 


UNICEF provides assistance for Expanded  Pro- 
eramme of Immunization and Programmes in respect 
of Diarrhoeal Diseases Control, Leprosy Control, 
Goitre Control and STD Control and Primary Health 
Care Schemes under the Master Plan of operation for 
UNICEF assistance for Health and Family Welfare 
Programme. The UNICEF has tentatively committed 
to provide assistance to the tune of US $50 millions 


96 


to these programmes in its next Master Plan of Opera- 
tion 1985—89. 


2.4 Danish International 
(DANIDA) 


Development Agency 


2.4.1 Blindness: DANIDA assistance is being re- 
ceived for National Programme for Control of Blind- 
ness for development of eye care services at the peri- 
pheral sector. Presently, the assistance is given for 
Mobile Units, Primary Health Centres, District hos- 
pitals, Ophthalmic Assistants Training schools, State 
Ophthalmic Cells and Central Monitoring and Eva- 
luation Unit. Out of the total assistance of Rs. 11.56 
crores, an estimated expenditure of Rs. 7.56 crores 
upto March, 1984 has been incurred. The current 
agreement is valid upto December, 1985. 


2.4.2 Leprosy: A project proposal is under consi- 
deration wherein it is proposed to implement Multi- 
drug regimen projects in 8 districts in the States of 
Madhya Pradesh, Tamil Nadu, Orissa and Karnataka 
for which Danish assistance upto Rs. 75.5 million is 
proposed. The Danish Appraisal Team has already 
visited these States and has, completed its work in 
India. Final agreement is likely to be signed as soon 
as the project is finalised by DANIDA. 

2.5 Swedish International Development Agency 
(SIDA : 


SIDA has agreed to continue its assistance for the 
on-going Programmes of National Malaria Eradica- 
tion, T.B. Control and Leprosy Control and the 
pilot project on School Health Services started with 
SIDA Assistance last year. 


2.6 Norwegian Agency for Development (NORAD): 


NORAD assistance for the Post-Partum Programme 
and for the Research Project on Amaeobiasis conti- 
nued during the year. 


2.7 (ODA (UK): 


During 1984-85, ODA (UK) continued to provide 
assistance for the following projects: 


1. Cancer Therapy (Gujarat Cancer Research Insti- 


tute, Ahmedabad) . 


2. Leprosy Contro] (Central Jalma Institute of 


Leprosy, Agra). 


3. National Malaria Eradication Programme. 
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4. Kala Azar Monoclonal] 
MER, Chandigarh). 


5. Viral Hepatitis—(AIIMS, New Delhi 
Haffekins Institute, Bombay) . 


Antibodies—(PGI- 
and 


6. T. B. Research—(T.B. Research Centze, 
Madras). 


Besides the above, the following two project pro- 
posals are also being considered by ODA(UK) _ for 
assistance: 


1. Medical Education 
New Delhi). 


Technology—(AIIMS! 


2. Operational Research on Management of 
Mosquito Vactors—(Vector Control & Re- 
search Centre, Pondicherry) . 


Delegations|Deputations to International Health 


Conferences 


3.1 A two member delegation consisting of Shri 
S. V. Subramaniyan, Joint Secretary and Shri D. S. 
Chadha, Assistant Director General (PEA) partici- 
pated in the IV Session of the Codex Coordinating 
Committee for Asia held at Bangkok from 28th Feb- 
rurary to Sth March, 1984. 


3.2 Shri P. P. Chauhan, Joint Secretary, Ministry 
of Health and Family Welfare, participated in the 
Eighth meeing of the Group of Coordinators in the 
field of Health held at Brionj (Yugoslavia) from 
26th to 30th March, 1984. 


3.3 A high level delegation headed by the then 
Union Minister of Health and Family Welfare, Shri 
B. Shankaranand was deputed to attend the 37th 
Session of the World Health Assembly held in Geneva 
from 7th to 19th May, 1984. 


3.4 Shri P .P. Chauhan, Joint Secretary (Interna- 
tional Health) Ministry of Health and Family Welfare 
and Dr. T. Verghese, Assistant Director General (TH) 
Dte. G.H.S., attended the meeting of WHO Consulta- 
tive Committee of Programme Development and 
Management (CCPDM) held in SEARO, WHO, New 
Delhi from 14th to 17th September, 1984. 


3.5 A high level delegation headed by Shri C. R. 
Vaidyanathan, Secretary, Ministry of Health & Family 
Welfare attended the 37th Session of WHO Regional 
Committee for South-East Asia Region held in New 


Delhi from 18th to 24th September, 1984. The then 
Union Minister of Health and Family Welfare, Shri 
B. Shankaranand attended the 4th Meeting of Health 
Ministers of countries in WHO South-East Asia Re- 
gion held in New Delhi from 25th to 27th September, 
1984. 


3.6 Shri C, R. Vaidyanathan, Secretary, Ministry 
of Health & Family Welfare attended the Meeting of 
the policy and Coordination Advisory Committee of 
the WHO Special Programme of Research Develop- 
ment and Research Training in Human Reproduction 
heid in Geneva from 26th to 28th November, 1984. 
Visits of Foreign Digniiaries 


4.1 The Minister of Public Health of Vietnam visi- 
ted India from 21st to 27th February, 1984. 


4.2 Dr. H. Mahler, Director-General, World 
Health Organisation visited India from 17th to 20th 
September, 1984 at the time of the 37th Session of 
the WHO Regional Committee for South-East Asia 
Region held in New Delhi. 


4.3 High level delegations from all the 10 countries 
in WHO South-East Asia Region visited India trom 
18th to 24th September, 1984 to attend the 37th 
Session of he Regional Committee of South-East 
Asia Region of WHO. 


4.4 The Meeting of Health Ministers of WHO 
South-East Asia Region, held in New Delhi from 
25th to 27th September, 1984, which was inaugura- 
ted by the Late Prime Minister, Smt. Indira Gandhi, 
was attended by Health Ministers of India, Indonesia, 
Maldives, Mongolia, Nepal, Sri Lanka, Thailand and 
Vice Health Minister of Democratic People’s Republic 
of Korea, Bhutan, Burma and Bangladesh sent ob- 
Servers. 


4.5 A high-level delegation led by H.E. Mr. 
Tadeusz Szelachowski, Minister of Health and Social 
Welfare, Poland visited India in October, 1984 and 
a Plan of Cooperation between India and Poland was 
signed in New Delhi on 29th October, 1984 by the 
Health Minister of India and his Polish counterpart. 


Visits under Bilateral|Cultural Exchange Programme 


5.1 Two G.D.R. experts visited India for 2 weeks 
from 17th to 21st October, 1984, under Indo-G.D.R., 
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Cultural Exchange Programme. 


5.2 A four member delegation visited France for 
10 days during November-December, 1984. 


5.3) Ex change visits of Russian and Indian medical 
scientists, ic the fields of Neurophysiology, Oncology, 
Ophthalmoloe y and Communicable Diseases took 
place during the year, under the Indo-USSR Agree- 
ment on Cooperation in the fields of Medical Sciences 
& Public Health. 


Fellowships 


6.1 Foreign assistance is being received in the 
form of fellowships from WHO, Commonwealth 
Foundation and under the Colombo Plan Programme. 
Such assistance is useful for meeting the training 
needs of personnel under various Medical and Public 
Health Programmes. During 1984 nominations were 
made for 109 WHO Fellowships, 97 persons were 
nominated for Colombo Plan Fellowships and 47 for 
Commonwealth Fellowships 


6.2 Similarly trainees from various countries of 
South East Asia are accepted for training jin various 
Indian Institutions in Health and Family Welfare and 
related areas. 275 fellows from various countries were 
admitted during the year to various institutions in 
India for training in these areas under the WHO and 
Colombo Plan Fellowship Programmes. 


Port and Airport Quarantine Hiealth Organisation 


7.1 Health clearance and Quarantine Adminstra- 
tion at the eight major ports and five International 
Airports in the country is carried out by the Central 
Government under the Indian Port Health Rules, 
1955 and Aircraft. (PH) Rules, 1954, which are 
based on the International Health Regulations 1969. 
The objective of these port and airport health organi- 
sations is to prevent international spread of communi- 
cable diseases and prevention of the entry of yellow 
fever into the country through passengers coming 
from or transiting through notified endemic countries. 
Arrangements are also made as and when necessary 
at Lucknow, Varanasi, Gaya, Nagpur, Ahmedabad, 
Poona, Bangalore, Car Nicobar and Hyderabad. Ar- 
rangements also exist at Amritsar (Raja Sansi) Air- 
port and Trivandrum Airport. Arrangements exist for 
health clearance of ships at various minor ports and. 
Special arrangements regarding health check of 
ships arriving at Haldia Port are also made by the 
Port Health Officer, Calcutta. 


7.2 Deratting work is carried out and Exemption 
Certificates issued, where applicable, at all the eight 
international ports in India, viz., Bombay Calcutta, 
Cochin, Kandla, Madras, Mandapam Camp, Marga- 
goa and Vishakapatnam. 


7.3 Health checks, established in 1976 at Attari, 
in respect of Indo-Pakistan rail and road traffic, are 
continuing. 


7.4 No vaccination certificate other than the one 
against Yellow Fever is required for entry into India. 


or, 


7.5 From November, 1984, special health flearance 
arrangements were made at Dabolim Airport, Goa, 
for the chartered flights expected to start arriving 
there from November, 1984 onwards. 


7.6 The Port and Airport Health Officers also func- 
tion as Local (Health) Authority under P.F.A. Act 
for the areas of Port|Airport and keep a watch on the 
food standards and sanitation in the hotels, restau- 
rants and other catering departments located in Port] 
Airport areas. They also assist Custom Officers ta 
keep watch on the standards of imported foodstuff. 
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CHAPTER XI 


Family Welfare—A 


1.1 Population is the basic asset of any nation. All 
Programmes of development relate essentially — to 
qualitative improvement in the population and better- 
ment of its living conditions. The rapid growth — of 
population has, however, been one of the greatest 
inpediments in the way of improving the standards 
cf living of the people. Ever since the dawn of the 
era of planned development in 1951, the Government 
has been treating population as a central issue of the 
national developmental effort, and addressing itself to 
curb its unbridled growth. 


1.2 India has recorded significant achievements in 
its population control programme. Ever since 1941— 
51, the decadal population growth rate had been cons- 
tantly on the increase. From 13 per cent in that de- 
cade it rose to 25 per cent in 1961—7]1. For the first 
time it was stabilised at about the same level in the 
1971—81 decade. Thirty seven million births were 
averted in the last decade as a result of family welfare 
measures. But, for these, the decadal growth rate 
would have been 30 per cent which would have fur- 
ther exacerbated our social and economic problems. 
It is important to note that the arresting of — the 
growh was achieved despite a steep fall in the death 
rate from 27.4 per thousand in 1941—-S1 tq 12.5 
per thousand in 1981. 


1.3 In terms of fertility decline, the pvrograrnme 
has made a notable imvact on the population since 
1966. The crude birth rate has declined by about 
8 point, in 16 years. from 41.2 per thousand popu- 
lation jin 1966 to 33.6 in 1982. During the vears 
1977 to 1980, the birth rate levels stagnated around 
33 coinciding with the period of poor programme 
performance. However, with Ithe increasing momen- 
tum of the programme since 1980, there has been 
sien'ficant increase in the couple protection rate 
(CPR) during the last four years. The CPR which 
has fallen from 23.7 per cent jn 1976-77 to 22.3 
per cent in 1979-80. once again started showing an 
upward trend, thanks to fresh political commitment 
and vigorous implementation of the programme. The 


People’s Programme 


CPR increased to 22.7 per cent in 1980-81. to 
23.7 per cent in 1981-82, to 25.9 per cent in 1982- 
83 and 29.4 per cent in 1983-84. 


1.4 The long-term demographic goals of the coun- 
try as spelled out in the National Health Policy, to 
attain a Net Reproduction Rate of one by the year 
2000, are as below: 


21 per thousand 
9 per thousand 
Below 60 per ‘thousand 


Birth rate 
Death rate 
Infant Mortality 


rate live births 
Effective Couple 60 per cent 
Protection 3 
rate 
Life expectancy 64 years 
at birth 


1.5 In order to realise these goals in the given 
time-frame, efforts to give further fillip to the accep- 
tance of small family norm were intensified. The prog- 
ramme e2thered so much momentum as to yield a 
record level of 14.4 million acceptors during the year 
1983-84. This represents « big leap forward over the 
level of 5.5 million acceptors during 1979-80, In 
the current year which is the closing year of the Sixth 
Plan, the performance is sxpected to be still better. 
This will give us a good base to build on during the 
7th Pian period. At the end of the 7th Plan, the 
couple protection rate is expected to reach around 
42 per cent. 


1.6 Consistently improved performance durine the 
last 5 years has been possible due, among other things, 
to 2 close monitoring of the Provramme at the highest 
level. The system of annual regional meetings with 
Health Ministers of States and UTs taken by the 
Union Health Minister, in which detailed State-wise 
reviews are made, followed by the Joint Conference 
of the Central Councils of Health and Family Wel- 
fare in which all aspects of the Programme are dis- 
cussed in the national perspective, has yielded rich 
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dividends by way of removing the bottlenecks and 
fostering a sense of urgency. This year the 10th Joint 
Conference of the Central Councils of Health and 


Family Welfare was held at New Delhi from 9th to 


11th July, 1984 after a series of regional meetings 


held earlier. The two meetings of the Population 
Advisory Council were held in quick succes- 
sion on 8th June and 29th June, 1984 afte 
an earlier meeting on 8th March, 1984. In 


these meetings the Reports of ‘the five Work- 
ing Groups, viz., Incentives and  Disincentives, 
Organisation and Management, Community 
Participation, Research and Technology and Commu- 
nication Strategy, were discussed in detail, At the 
official level, the Health Secretary, the Additional 
Secretary and Commissioner for Family Welfare, and 
other senior officers of the Ministry maintained a 
close liaison and follow-up with the State Gov- 
ernments. | 


1.7 A highlight of the 10th Joint Conference was 
the presentation of cash awards to the best nerform- 
ino States and UTs for 1982-83 in the field of family 
welfare. In group A States; Maharashtra got the first 
prize (Rs. 2.5 crore) and Haryana the second prize 
(Rs. one crore). Tn group B, Punjab bagged the 
first prize (Rs. 2.5 crore) while Karnataka won the 
second prize (Rs. one crore). In groun C, Madhya 
‘Pradesh got the first award of Rs. 2.5 crore. In 
eroun D, Himachal Pradesh won the award (Rs. 50 
lakhs) while in group EF, the UT of Dadra & Nagar 
ffaveli got the award of Rs. 25 Jakhs. 


1.8 The awards for the year 1983-84 have also 
been announced which are as follows:— 
Group A . Maharashtra (1st prize); 
| Haryana (2nd prize) 
Group B . Punjab (1st Prize): 
West Bengal (2nd prize).7 
Group C . Assam (1st Prize); 
Madhya Pradesh (2nd prize) 
Group D . Himachal Pradesh 
_ Group E . Pondicherry 
1.9 A recommendation of the Conference to give 


stiitahle cash awards to the States] UTs who achieve 100 
‘per cent of their annual targets in terms of equivalent 
sterilization, is also under the consideration of _ the 
Central Government. 


1.10. Under the leadership of the Union Health 
Minister a broad-based delegation of India participat- 


TOA. 


ed in the Internal Conference on Population 
held in Mexico City from August 6 to 14, 1984. One 
hundred and forty seven governments participated in 
the consensus on the 88 recommendations for the fur- 
ther implementation of the Work Population Plan of 
Action. At the conclusion of the Conference and 
under the leadership of Mexico and 28 States, includ- 
ing India, the Mexico City Declaration on Population 
and Development was approved. 


1,11 Anproach and Strategy: 


As part of the new 20-Point Programme, the family 
welfare is sought to be pursued on a purely voluntary 
basis as a people’s own programme. Our approach is 
to promote responsible and planned parenthood 
throuch a well designed strategy the salient features 
of which are:— 


(i) Adoption of the “Small Family Norm” is 
decided by the couples on an entirely 
voluntary basis. 


(ii) Intensified efforts are being made to spread 
awareness and information about the small 
family norm through more effective and im- 
aginative use of mu'ti-media and interper- 
sonal communication channels for dissemi- 
nating group-specific messages. 


(iii) A wide choice of contraceptives is offered 
to eligible couples under the cafeteria. ap- 
proach, and supplies of contraceptives are 
being increased and arrangements are made 
to make them available at the door-steps of 
the acceptors. 


(iv) The programme is an integral part of plan- 
ning for comprehensive development which 
covers correlates of fertility. Jn this regard, 
operational linkages have been established 
with other develonment Ministries!Depart- 
ments at Central, States and. field levels. 


(vy) Facilities and efforts for rapid increase in 
female literacy are being continually  ex- 
panded. 


(vi) Population education is extended to youth 
*n schools and colleges as well as to those 
out of school. Tt forms an important part 
in’ workers’ education and training. prog- 
rammes conducted by Government agencies 
and the organised sector. : 
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(vil) Elected resperesntatives of the people at all 
levels, firass-root level organisations like Vil- 
jage Panchayats, Mahila Mandals, Youth 
Clubs and Voluntary Organisations, etc., 
are encouraged to participate jin this pro- 
gramme. 


(viii) Enforcement of the jaw relating to minimum 
age at marriage for girls and boys js being 
vigorously pursued. 


(ix) Foilowing an area specific approach, _re- 
gions lagging behind in performance are 
given greater attention. | 


1.42 Programme Organisation: 


The Family Welfare Programme, from its very in- 
ception, has been implemented as an integral part of 
the health programme especially in relation to maternal 
and child health services. At the Centre, the Ministry 
ot Health and Family Welfare and-at the State level 
the Directorate of Health and Family Welfare Services 
Oversee its implementation. The organisational built up 
in the States/UTs jncluding a State Family Welfare 
Bureau, District|City Family Welfare Bureaux, Rural 
Family Welfare Centres attached to Primary Health 
Centres, a net-work of Sub-Centres, Urban Family 
Welfare Centres in urban areas and post partum cen- 
tres attached to hospitals at district levels and medical 
institutions and hospitals at sub-divisional levels. Steri- 
lisation beds are also reserved in many hospitals and 
an annual grant of Rs. 2,400/- against each bed is 
provided. iy eee 

1.12.1. Continuous efforts are being. made to 
expand and streamiine the network of health and 
family welfare services, to the doorsteps of the peo- 
ple. These include: 


(i) With a view to provide liaison between the 
community aid health services network, a 
Village Health Guide functions in each vill- 
age or within a population of one thousand 
in larger villages. About 350,000 Health 
Guides are already*working. Health Guides 
are selected by communities from amongst 

pre themselves and preference is given to fe- 

| males. These voluntary workers are trained 
for a period of three months and arrange- 
ments for continuous training are jn-built 


mere 


in the scheme. The Village Health Guides 
also promote small family norm and the 
use of contraception. 


Deliveries by trained health personnel in 
hygienic and aseptic conditions are critical 
in reducing the maternal mortality and in- 
fant mortality. Most villages in the coun- 
try have traditional birth attendants who 
are customarily handling deliveries in their 
areas. A scheme to train these traditional 
birth attendants to upgrade heir skills has 
been in operation and till now over 4,00,000 
birth attendants have been given training. 
It is proposd to trained all untrained ‘dais’ 
during the 7th Plan. 


(iil) Health Sub-Centres are being established for 


(iv) 


every three to five thousand population. 
These are manned by a team of one quali- 
field male and one female (paramedic) 
also promote small family norm and -the 
health needs of the community, They also 
providé maternal care and immunisation 
services in addition to family planning edu- 
cation, motivation, and supplies and ‘servi- 
ces in spacing methods. There are over 
70,000 sub-centres in the country and their 
number will increase to about 120,000 by 
1990. The current year’s target is 9,071 
new sub-centres. One male and one fe- 
male Health Supervisor provide support 
and assistance for every four Sub-Centres. 


There are nearly 7,000 Primary |Health 
Centres (PHCs) one for every 100,0C0 po- 
pulation. | Each PHC is to have three me- 
dical officers (including one Lady Medical 
Officer) to provide curative and clinical 
Services, including MTP and they supervise 
and guide family planning programme per- 
formance. The team of medical and para- 
medical personnel at the PHC level have 
been trained well in all the family welfare/ 
planning methods, including _ sterilisation, 
follow-up care and treatment of complica- 
tions when they arise. This network of 
medical services are to be strengthened by 
opening new one-doctor Primary Health 
Centre for every 30/20 thousand of the 
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population, Existing Primary Health Cen- 
tres will be upgraded as reterral, consulta- 
tive and supervisory centres with the addtion 
of more beds and specialist services. 


(v) At the apex of the pyramid of health servi- 
ces are the district level (412) and State 
level heferral service Centres. There are 106 
medical colleges which impart medical edu- 
cation and aiso provide specialist services 
and help supervise, guide and train the 
personnel at tower levels. 


1.13 Services and Supplies: 


Services and supplies are provided entrirely free of 
cost at various leveis of the health delivery system ac- 
cording to the facilities available. While all services 
are available at district and sub-divisional hospitals 
and above, the Primary Health-cum-Rural Family 
Welfare Centres provide all services except female 
sterilisation (many PHCs are now providing this ser- 
vice also) and the sub-centres manned by Auxiliary 
Nurse Mid-wife (ANM) usually provide only non- 
terminal methods others than IUD (IUD insertion is 
aiso being carried out in many sub centres after train- 
ing of ANMs|LHVs). The details of these services are 
given in the Chapter on ‘Facilities and Services”. 


1.14 Post Partum Programme: 


Post-partum scheme is one of the more successful 
components of the family welfare programme. It is 
hospital-based and maternity oriented. At the time 
of delivery, a woman is generally more receptive to 
adopt one or the other family planning method so as 
ta stop further addition to the family. The pro- 
gramme offers necessary facilities to such women. 
The number of medical institutions approved under 
the programme at district level or above is 554 and 
400 at the sub-district level. 


1.15 Medical Termination of Pregnancy: 


India does not permit abortion as a means for 
fertility regulation. However, from 1972 onwards 
Medical Termination of Pregnancy has been allowed 
as q part of health care facility for pregnant mothers 
on health and related socio-cultural considerations. 
Primarily, this facility is provided to save health 


hazards ‘o the millions of women who take recourse to 


clandestine abortions 
quacks in un-hygienic conditions. 


by ill-qualified doctors or 
We believe that 


child bearing ghould be a joy, not a burden; and since 
zi 18 the mower who bears and rears We chud, we 
are concerned not only with her healtn but with her 


WL anu well-being. More than 1U,vUU doctors have 
been trained an MIP technique and over 32 lakh 
unis 


pregnaucies tecmimated since te mmcepuon OL 
programmes. it 1s proposed to make available = at 
least One trained docior in M.1.P. im each PHC. 


1.16 Mother aad Child Health Care: 


Maternal and Child Heatth (MCH) services play 
an unportant role and comsitiule a vital component 
of the tamuy weifare programme. hese setvices 
consuibute 10 beer beau and better chances OL 
survival of mothers and children. We are piedged 
to provide basic health care facilities like sate and 
aseptic delivery and immunisation of children against 
childhood diseases. In view of the vastness ot the 
country, it may take some time to provide full pack- 
age of services to every child and expectant mother. 
We aim at providing universal immunisation by 
1990. This presents an enormous problem in logis- 
tics, supplies and trained manpower which are pro- 
posed to be tackled in the 7th Plan. 


1.17 Some New Initiatives : 


With a view to giving further fillip to the Pro- 
gramme, the Government have taken some policy 
decisions and initiatives. More important of these 


are outlined below: Cale 


(i) Major States have been asked to conduct 
detailed exercises taking into account their 
present couple protection level, conditions 
in the field and their management capa- 
city so as to fix appropriate targets for 
themselves in order to realise the oveall 
national goals. This is intended to decen- 
tralise the process of target-setting and 
ensure the participation of the programme 
managers in the planning process. 


(ii) The staffing pattern at various levels 
under the Family Welfare Programme was 
laid down in 1966. Since then there has 
been manifold increase in the size and 
sweep of the programme. A high _ level 
Task Force was set up in November, 1983 
to Teview the existing situation vis-a-vis 


Even remote areas are sought to be covered 
through mobile service vans and other means 
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Staff pattern ai various levels and suggest 
appropriate neeu-based  stailing patiern 
for various levels at the Centre, States and 
Union Territories. 


Gu) In consultation with ihe Piaaniag Com- 


(iv) 


(v) 


(vi) 


mission and the Ministry oi MFinance, a 
special fund as been created at the Cen- 
ire to provide expenditure on items which 
may not be covered by the approved pat- 
term Of assistance under the Family Wel- 
fare Programme. This step is expecied to 
remove quite a few bottlenecks expericnc- 
ed in the implementation of the pro- 
gramme. This scheme is being continued 
during the current year with an allocation 
of Rs. 1.5 crore and is known as the Ad- 
ditional Secretary ‘Commissioner Family 
Weltare’ Discretionary Fund. 


Keeping in view the importance of birth 
interval for child survival and mother’s 
health as weil as the contraception needs 
of younger couples who have not yet 
achieved the desired family size, the gov- 
ernment has initiated a vigorous policy to 
promote spacing methods—IUD _ devices 
like Copper T, oral pills and condoms— 
on a large scale. ‘This will be done on 
campaign basis. A Contraceptive Market- 
ing Organisation has since been registered 
under the Societies Registration Act to 
promote spacing methods and arrange for 
needed supplies and materials. It is esti- 
mated that by 1990 spacing methods will 
account for 20 per cent of protected 
couples against the present level of 5.5 per 
cent, 


contraceptives as yet do not 
programme, A_ pilot 


Injectable 
form a part of the 


project, on injectable contraceptives —-NET— 


DEN—at PHCs attached to 15 medical 
colleges is underway. Based on the results 
this pilot project it is hoped to introduce this 
spacing method next year. 

is 


Indian Council of Medical Research 


also continuing its studies with Norplant 
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(Vii) 


(Vili) 


(ix) 


—a female contraceptive device. It is ex- 
pected that an appropriate version of this 
device will be available by the end of 
1985 to enable to start the programme 
introduction studies at the PHCs. 


The scheme for involvement of private 
medical practitioners of modern and in- 
tegrated medicine in performing sterilisa- 
tion operation and IUD insertions has 
been extended till 31-3-1987. An evalu- 
ation of this scheme is also being under- 
taken to make it more effective. 


Last year a new scheme was initiated ior 
involving local village communities with 
a vicw tO eisure mat all the eligible 
couples in a particular village community 
Stari practising One or the other tamily 
planning method. Mahila Mandals and 
Village Health Committees were motivat- 
ed to implement the campaign. The sche- 
me has made a very good impact in a few 
selected districts of Rajasthan and its pro- 
posed to recommend this innovative 
scheme of “Parivar Kalyan Villages” with 
cent per cent acceptance of family plan- 
ning methods to other States after perfect- 
ing the strategy. | 


A popular family programme—Hum 
Log—on the pattern of the Mexico Soap 
Opera has been introduced on the Door- 
darshan. Some such popular program- 
mes on the radio and T.V. are in the 
pipeline and are expected to carry for- 
ward the process of mass education and 
motivation vis-a-vis adoption of small 
family norm. 


1.18 People’s Participation ; 


Family Planning being a voluntary programme, 


needs the participation of millions of men and wo- 
men. The aim is to conduct this programme as a 
people’s movement with the active involvement of 


voluntary and non-governmental organisations. 


A 


favourable climate in support of small family norm 
is sought to be created with the help of mass media, 
folk media and inter-personnel communication by 


trained personnel. Opinion leaders, _ especially 
elected representatives of the people from the gram 
panchayat to the national Parliament, are getting 
increasingly involved in this programme. Motiva- 
tion and training camps where such leaders get to- 
gether for discussion is an important extension stra- 
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tegy being pursued with vigour. Thus, acceptance 
and practice of family planning is being promoted 
by motivation and education regarding the benefits 
of the small family norm, community involvement 


and provision of supplies and services of good 
quality. 


| CHAPTER XIII 


Autonomous and Subordinate Organisations 


National Institute of Health and Family Welfare 


1.1 The National Institute of Health and Family 
Welfare (NIHFW), an autonomous body, acts as an 
apex technical institute for promoting health and 
family welfare programmes in the country. In pur- 
suance of its objectives, the Institute undertakes 
education, training, research, evaluation, advisory 
consultancy and other specialised services. 


1.2 Education: 


The major educational activity of the Institute is 
a two-year MD (Community Health Administration) 
course. In view of the national needs, this year the 
curriculum of the course was strengthened by lay- 
ing more emphasis on practical field training includ- 
ing health management aspects. During the year, 
seven students were enrolled for the first year 
course while another batch of seven students was 
continuing its studies in the second year. In addi- 
tion, the Institute is pursuing regular Ph.D. pro- 
gramme in various disciplines, on specific problems 
pertaining to the health and family welfare pro- 
grammes. Twelve research scholars are pursuing 
their Doctoral research work under guidance of 
the Institute. 


1.3 Training 


The Institute conducted a large number of in- 
service training courses, workshops and extramural 
courses on multidisctplinary basis coverine a widé 
ranee of subjects like Hospital Administration, 
Materials Management, Comprehensive Health 
Planning, Prevention of Food Adulteration, Educa- 
tion Technology for Key Trainers of Health and 
Family Welfare Training Centres, Communications, 


Management of Rural Health Services, Orientation 
of Statisticians, Health and Population Information 


‘Handling, etc. 


1.4 Research and Evaluation: 


The Institute undertakes multifaceted and multi- 
disciplinary research studies covering a wide range 
of areas; action research, diagnostic, evaluative, 
Survey and investigative researches. Some of the 
major Research and Evaluation studies conducted 
during the year are as follows:— 


(1) Innovative 
Pradesh. 


Projects (YEC) in Madhya 


This action research project envisages to 
experiment different approaches through 
five schemes for promoting health con- 
sciousness among the population groups. 
The project is being carried out in three 
districts of Madhya Pradesh. Preliminary 
survey to identify the areas where action 
programme on health and family welfare 
services may be launched has been com- 
pleted. An indepth analysis of the data 
is being carried out to evolve strategies for 
the introduction of the programme in vil- 
lages. 


A collahorative study of Health Guides 
Scheme; 3rd Evaluation 


A comprehensive evaluation of the Health 
Guide Scheme was undertaken in colla- 
boration with other national level oreani- 
sations in 11 States to provide the nolicy 
planners with information which could he 
useful in the reformulation /strenothenine 
of the Villace Health Guide Scheme. 
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(3) Study on Utilising indigenOus ‘Dias (TBAs) 
for Motivating and Educating Mothers on 
Proper Infant Feednig. 


This experimental study was undertaken 
to explore the pssibility of using Tradi- 
tional Birth Attendants (TBAs) as poten- 
tial helpers in Health and Family Welfare 
Programmes especially in relation to edu- 
cating mothers on proper infant feeding. 
The results suggest that proper training of 
TBAs on infant nutrition can help in im- 
provement of the nutrtional practices. 
(4) Leprosy Control: A sectoral Analysis of 
Karnataka State. 
The study was a comprehensive situational 
analysis of all governmental and non-gov- 
ernmental agencies involved in leprosy 
control and relief activities in Karnataka 
State so as to improve the performance 
of, these agencies by suggesting areas of 
co-ordination, co-operation and collabora- 
tion. The results of the study indicate 
that the 24 voluntary organisations are 
contributing to the major relief and reha- 
bilitation and leprosy control actvities. 
The expenditure costs by voluntary orea- 
nisations on transport were much hisher 
which in a way was compensated bv higher 
productivitv and ultimately Jowerins the 
unit cost of leprosy control, relief and re- 
habilitation. 


(5) Genetic and socio-cultural determinants of 
Tribal Health. 


The Institute ig enaaged in the study af cene- 
tic and socio-cultural determinants of tribal 
health among the Bastar tribal grouns Fiot'd 
investigators have so far been carried out 
amone 550 families with resnect to prefer- 
ential marital alliances  soacio-econ mic 
corelates. reproductive performance, indiven- 
ous health practices use of  indieenous 
medicines and genetico-environmental  dis- 
orders. 


(6) Development of Genetic Register for Screen- 
ine and Counselling of Wereditary Dise wes: 


The Institute is actively engaged in the 
development of genetic register with special 


reference to Genetic Epidemiology of Birth 
Defects. Twenty-five new cases of hereditary 
disorders of Central Nervous System, i.e. 
neutral tube defects and other congenital 
malformations were collected. 

Empirical risks for the occurrence often 
affected child in the family were calculated 
and genetic counselling was imparted to the 
couples. 


(7) Demographic, Epidemiotogical and  Socio- 


Cultural Study on Male and Female Inferti- 


lity : 


A collaborative study under ICMR Task 
Force on the prevalance and geographical 
distribution of infert lity in some — selected 
States was done so as to evaluate its demo- 
graphic, epidemiological and sociocultural 
correlates. The results of the study will be 
available shortly. 


(8) Values of Children in Rural Areas of Ma- 
dhya Pradesh | 


This study was carried out to find out the 
positive and negative values attached by 
parents towards children in terms of their 
roles and functions and dvsfunctions. It also 
covered the health education and  employ- 
ment related and sex specific values of pa- 
rents towards children. Information — re- 
eardins the percentions and values were col- 
lected from members of two generations so 
as fo assess the changes therein. Analysis 
of the data is in progress. ’ 


(9) Institutional Morbidity and Mortality Pattern 
in India : 


This study was undertaken to examine the 
pattern of morbiditv an4 mortalitv in terms 
of maior causes (siven by the WHO in VIT 
Revision of International classification of 
Diseases), as reported. bv institutions — of 
medical care, the inter-state variations, the 
important causes and sub-canses of morbi- 
dity and mortality, the trend jn the causes 
of morbidity and mortality. in major disease 
eroups. Latest updating of the information 
is in progress, 


(10) Follow-up of Key Trainers Course : 


A study to assess the effectiveness of Key 
Trainers in their job situations was initiated. 


the findings of the study reaffirmed that the 
course in general had been useful to the 
participants in clarifying the concepts and 
improving the skills. However, in their back- 
home situation due to lack of proper faci- 
lities and suitable environment, they were 
not able to use the skills developed during 
the training course. 


(11) Kyaluation of Central Government 
Scheme : 


Health 


This evalutative research study was under- 
taken to evaluate the functioning of CGHS 
Scheme. The basic data sheet supplied by 
the Medical Officers in charge of CGHS 
Dispensary Units have been tabulated and 
analysed. Based on this the report of the 
Phase-IT, Vol. I is under preparation and 
likely to submitted to the Ministry shortly. 
1.5 Advisory/Consultancy Services 


The Institute provided consultancy services to the 
Ministry of Health and Family Welfare, State Gov- 
ernments and other national and international orga- 
nisations. Some of these are: 


(1) Consultancy services to the Area Projects in 
the field of TEC, Management Information 
System and executing the baseline surveys 
on mortality and morbidity in Madhya 
Pradesh. 

(2) Consultancy — services 
Monitoring and 
Ministry. 


were given to the 
Evaluation Group of the 


(3) Consultancy services to the ICMR Task 
Forces on Infertility, Immunological Me- 
thods for Fertility Control, Male Contra- 
ception and Postcoital Contraception as well 
as to the Task Force on Service and Psycho- 
social researches. 

(4) Advisory services were provided by the Ins- 
titute on nursing education and administra- 
tion and continuing edccation as well as. in 
meeting of the Executive Committee of Delhi 
State Branch of TNAT. 


1.6. Services 


The Institute continues to provide services on in- 
fertility and other reproductive disorders, family 
planning, maternal and child health, immunization and 
nutritional supplementation through its family welfare 


ELI 


clinics in the Institute and in urban FPDA at Govind- 
puri. The hospital of the Institute is also providing 
services for operations for male and female steriliza- 
tion, medical termination of pregnancy, laparoscopic 
sterilization and recanalization of vas deferens through 
microsurgery. 


1.6.1 The National Documentation Centre continues 
to cater to reprographic and audio-visual services 
like photocopy prints, transperancies, slides, micro- 
films and have also extended the press clipping servi- 
ces to the technical wings of the Institute and outside 
agencies. Annotated biblographies on various topics 
of interest have been compiled and compilation of a 
Directory of Research and Training Institutions in 
Health and Family Welfare Sector in India has been 
initiated, 


International Institute for Population Science, 
Bombay, 


2/1 The International Institute for Population 
Sciences. Bombay is an autonomous institution under 
the administrative control of the Ministry for under- 
aking training, research and consultancy programmes 
in the field of population. 


2.2 Training: 
The Institute is conducting three training courses: 


(i) a one year Certificate Course in Population 
Studies; 


(ii) a one-year Diploma Course in Population 
Studies, which is undertaken by a candidate 
after the Certificate Course; and 


(iii) a Ph. D, Programme in Povulation Studies 
leading to the Ph. D. degree of the Univer- 
sity of Bombay. 


2.2.1 During the current year, 1984-85, there are of 
32 students for the Certificate Course, six for Dip- 
loma Course and eight research fellows for the Ph. D. 
programme. The trainees from ESCAP countries are 
admitted for training under U.N. fellowships.  Trai- 
nees for short-term courses ate also admitted on 
W.H.O. and UNICEF fellowships. In the present 
batch, there are 15 U.N. Fellows—one each from 
Bhutan, Korea, Nepal, Sti Lanka and Vietnam, two 
each from Afghanistan and Indonesia and three each 
from Bangladesh and Republic of China. During the 
year, six students completed all the formalities for 
Ph. D. degree in demography, five from Bombay 


University an one from Indian Statistical Institute, 
Calcutta under the guidance of faculty members of 
this ‘Institute. 


2.3 Research: 


During the year, the Institute undertook research 
in various areas of population studies. The emphasis 
was on studies on inter-retationship of various social 
and economic variables with the components of ferti- 
lity, mortality and migration. The Institute has also 
undertaken-— field research projects, like baseline 
surveys in Orissa, Maharashtra, Gujarat and Goa on 
the recommendations of the Ministry of Health and 
Family Welfare. 


The Institute has completed 13 research projects 
during the year ending 30th Sept., 1984. Twenty- 
five projects are in progress. The staff of the Ins- 
titute have prepared 84 research papers durine 1983- 
84 based on the various research projects conducted 
at the Institute. 


2:4 Consultancy: 


_ The Institute also provided consultancy services to 
various institutions and agencies—official as well as 
voluntary in the field cf population. Mention may 
be made of two important consultancies provided by 
the Institute: (i) the Director assisted in the nrena- 
ration of the Country Statement for the International 
Conference on Populaion held in Mexico during 
August 1984 and he attended the Conference as a 
‘member of the Indian delegation headed by Shri B. 
Shankaranand, Union Minister for Health and Family 
Welfare, and (ii) the Director was qa member of the 
Working Group on “Popwation Stabilisation” appoin- 
ted by the Planning Commission for preparing draft 
proposals for the family welfare programme for the 
Seventh Five Year Plan. 


2h . Newsletter. 


A quarterly Newsletter, which gives a brief account 
‘of the ‘training, research and other activities of the 
- Institute has been brought out by the Institute. The 
Newsletter is widely distributed in India and abroad. 


: 2.6 Construction: 


Physica! facilities have been augmented durine the 
year. A six-storeyed hostel building to house hoth 
Indian and foreign students has been completed and 
occupied, — 


II2 


2.7 Library: 


The Institute’s Library is considered to be one of 
the best libraries in population and related topics in 
the ESCAP region. It has 40,800 books, 4.533 
bound periodicals and 880 reprints and pamphlets on 
Demography and other related subjects like Statistics, 
Mathematics, Economics, Sociology, Psychology, Edu- 
cation, Agriculture, etc. The library acanires more 
than 2000 books and 400 pamphlets every year and 
subscribes to more than 150 Indian and foreign jour- 
nals and receives over 120 periodicals, on gift/ex- 
change basis. 


Hindustan Latex Ltd., Trivandrum 


3.1 Hindustan Latex Limited, Trivandrum, was 
incorporated on 1st March, 1966, for manufacture of 
contraceptives. A factory for the manufacture of 
‘Nirodh’ (Rubber Condoms) was set up at Trivandrum 
which commenced commercial production of con- 
doms in July, 1969 with an installed capacity of 144 
million pieces. Another plant with an installed capa- 
city of 144 million pieces was added during 1977. 
Sanction has been accorded for setting up of two ad- 
ditional plants one at Trivandrum and another at Bel- 
gaum (Karnataka) each with a production capacity 
of 160 million pieces of condoms per annum. The 
foundation stones of the new plants have been laid and 
the projects are in progress. The existing installed 
capacitv of 288 million pieces per annum will be rais- 
ed to 608 million nieces per annum on completion of 
the new plants. 


3.2 Camital structure: 


The authorised share capital of the company is 
Rs. 3 crores divided into 30.000 equity shares of 
Rs. 1000]- each. Recently q decision has been taken 
in the Annual General Meetine of H.L.L. for increas- 
ing the authorised share capital of the company from 
Rs. 3 crores to Rs. 10 crores. As on 31st March 
1983 the paid up capital of the company stood up at 
Rs. 130 lakhs. The Govt. of India has sanctioned 
Rs, 225 lakhs on account of grants-in-aid for the 
expansion projects of H.L.L. durine the current fin- 
ancial year. The company has repaid loan instalments 
amounting to Rs. 17.40 lakhs during the year. The 
loan outstanding as on 31st March, 1984 was Rs. 
27.53 lakhs including interest due amounting to 
Rs. 1.43 lakhs. 


3.3 Plant performance 


During the year 1983-84, the company produced 
268.10 million pieces of saleable nirodhs as against 
266.41 million pieces in the previous year. 


3.4 Financial Resuit: 


During the year 1983-84 the company earned a 
profit of Rs. 62.97 lakhs due to over-all improve- 
ments in the production and better selling prices for 
its product. 


3.4.1 During the year 1983-84, the performance of 
the company has shown remarkable improvement and 
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achieved all time high records in turn-over, produc- 
tion and profitability. 
3.5 Labour Relations: 


The industrial relations have been cordial. A sense 
of belonging to the company has been created among 
the employees which has paid rich dividends during 
the year. 


3.6 Personnel: 


As on Ist January 1984 the company had a total 
strength of 786. The details are given below: 


——_— SCO 


Total No. Total No. of SC ST Blind Handicapped Ex-service Man. 

employees 
ClassF- 16 3 3 (Gr. I) NA 
Class _II 19 6 (Gr. Ii) 1 
Class III. 490 64 1 oe 2.(Gr. ID) 13 - 
Class IV 261 68 16 7 (Gr. IV); 69 — 
(Excluding sweepers and scavenger) 1 (Gr. V) 

1 (Jr. Clerk) 

Total 786 135 18 3 20 83 
3.7 Expansion Project: nating Offices at Bangalore, Hyderabad, Lucknow, 


The work relating to setting up of two units one at 
Trivandrum and another in Belgaum is in progress. 
The two projects have capital outlay of about Rs. 15 
erores and the same are being set up in collaboration 
with M|S Okamoto Riken Gomu Co. Ltd., Japan and 
M|S Mits & Co. Japan. The condoms produced at the 
new plants will be of 0.03 to 0.04 mm of thickness 
against those of 0.06 to 0.07 mm manufactured at 
present. With the commissioning of the two new plants 
within a year and a half, H.L.L. will become the lar- 
gest manufacturer of condoms in the world with the 
‘otal annual production capacity rising from 288 mil- 
lion pieces to cover 608 million pieces of condoms 
per annum, 

Regional Offices for Health and Family Welfare: 

4.1 Eleven Regional Offices at Calcutta, Chandigarh, 
Patna, Srinagar, Simla, Bhopal, Jaipur, Madras, Tri- 
yvandrum, Pune and Imphal and six Regional Coordi- 


Bhubaneshwar, Ahmedabad and Shillong were func- 
tioning to maintain liaison with State Governments 
and to give technical guidance and assistance to them 
in connection with the implementation of Family Wel- 
fare Programme, National Malaria Eradication Pro- 
gramme, National Leprosy Eradication Programme 
for control of Blindness and other important health 
programmes. | 


Family Welfare Training Research Centre, Bombay: 


5.1 The Family Welfare Training and Research 
Centre, Bombay, conducts training courses under 
Multi-purpose Workers Scheme for District Medical 
Officers, key trainers and district extension and Media 
Officers of Health and Family Welfare Training Cen- 
tres of the States of Andhra Pradesh, Maharashtra, 
Rajasthan and Madhya Pradesh and Union Territories 
of Goa, Daman and Diu, Dadra and Nagar Haveli. 


CHAPTER XIV 


Budget Expenditure and 


1.1. The Family Welfare Programme is imple- 
mented through States Union Territories and Volun- 
tary Organisations for which cent per cent grants-in- 
aid is provided by the Government of India as per 
approved, pattern. Out of the total outlay of 
Rs, 43800.00 lakhs, approved by the Planning Comr 
mission for the year 1984-85 a sum of Rs, 30,10 
lakhs has been provided in the Demands of the 
Ministry of Works and Housing for construction work 
for the National Institute of Health and Family 
Weltare, New Deihi; Health and Family Welfare 
Training Centre, Bombay; Post Partum Centre at Dr. 
Ram Manohar Lohia Hospital 
Medical College, New Delhi. 


and Lady Harding 


1.2. Considering the trend of performance and ex- 
penditure during the first six months, the likely ex- 
penditure during the current financial year is estimat- 
ed at 44650.00 lakhs. 


1.3 The Year-wise details 
budget provisions during 1980-81 to 19&4-85 are as 
under :— 


of expenditure and 
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Construction Programme 


Details of Budget Provision and Expenditure 


Year Budget Expen- 
Allocation diture 
(Depart- 
mental 
figures) 
(Rs. in crores) 
1980-81 140: 00 140: 90 
1981-82 155: 00 193-02 
1982-83 245: 00 288° 32 
1983-84 385.00 382.98* 
1984-85 438.00 446.50@ 
* Provisional 
w Anticipated 


Construction programme at rural family welfare 

Centres 

2.1 Priority has been given for the construction of 
residential and office accommodation in rural areas. 
It is pertinent to mention that 2674 Rural Family 
Centres out of 5374 such Centres are accommodated 
in their own buildings. Besides this, 681 buiidings 


of Rural Family Welfare Centres are under construc- 


tion. In the Sixth FiveYear Plan, it was envisaged 
to take up construction of 1000 buildings. How- 
ever, sanction for only 750 buildings was accorded 
during 1980-81 to 1984-85, in view of slow progress 
of construction of 3255 buildings for the Rural 
Family Welfare Centres was completed and 691 
were under various stages of construction against 
5433 centres functining in the country as on 
1-4-1983. 


CHAPTER XV 


Facilities and Services 


1.1. In order to realise the long tern: demographic 
goals, it is essential that 60 per cent of the cligible 
couples should adopt one or the other contraceptive 
inethod by 2000 A, D. Considering that by 1983-84, 
we had achieved a couple protection level of only 
29, 4 per cent, the imperative of making available 
contraceptive sefvices to a vast population over the 
length and breadth of the country can hardly be over- 
emphasised, This chapter briefly describes the efforts 
being made to constantly widen the outreach of sup- 
plies and services as also to improve their quality. 


Contraceptive Methods 


2.4. Under the Family Welfare Programme which 

is based on cateteria approach, a number of contra- 
veplive opiions ave available to the eligible couples. 
ifese are broadiy divided into terminal (sterilisation ) 
und non-terminal (Spacing) meihods. 
2.2 ‘Yerminal Methods Terminal methods-male and 
iemale sterilisation are ideally suited to the couples 
who have achieved their desired size of family, ice. 
two or three children and wish to have no further addi- 
tion to their family size. 


2.3 Vasectomy (Male)Sterilisation) In the begin- 
ning when sierilization programme was introduced in 
ihe national Family Welfare Programme, vasectomy 
(male sterilisation) was very popular. But later on, when 
female sterilisation i.e., tubectomy was made available 
the acceptance of vasectomy gradually declined. This 
trend has not effected the programme so far as the 
performance of sterilisation as a whole is concerned. 
However, all the States and Union Territories have 
been asked to take steps to keep this method also 
popular and acceptable to the male population. Male 
sterilization or vasectomy being comparatively a 
simple operation is performed in PHCs and other 


medical institutions by qualified doctors under local 
anasthesia. 


2.4 Tubectomy (female sterilisation): Tubectomy 
operations are being carried out by, the following sur- 
gical techniques:- | 

(1) Traditional 
proach ) 


(ii) Mini Lap 


Tubectomy (Abdominal Ap- 


(iii) Laparoscopic tubal occulusion, 


2.5 Traditional Tubectomy (Abdominal Apprcach) 
The traditional tubectomy is carried out by the abdo- 
minal incision and is done under general or spinal an- 
aesthesia. This requires hosqitalisation for a period of 
5 to 7 days. 


- The tubectomy operation is done only by well 
trained and exprienced doctors. 


- Cases operated for tubectomies are not allowed 
to go home till the stiches are removed. 


- Post partum tubectomy is note done in those 
cases who delivered at home and have not 
been immunised against tetanus or in whom 
possibility of post- partum infection cannot 
be ruled out with certainity, 


Tubectomy operation is not performed on a pregnant 
women, However, in cases where the woman wants 
MTP alongwith tubectomy operation, such cases may 
be operated. 


2.6 Mini-lap 


2.6.1 It is a simpler procedure requiring abdominal 
incision of 2.5 to 3 cms. The operation is done under 
local anaeshesia. 
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2.6.2 Besides this, other conditions that are to be 
observed in this operation are more or less the same 
as mentioned earlier in the case of traditional tubec- 
tomy. 


2.7. Laparoscopic tubal occulusion. ‘Lhis techni- 
que of female sterilisation through abdominal ap- 
proach with a specialised insirument has become in- 
creasingly popular in recent years. This operation is 
performed by a trained team led by a surgeon/gynae- 
cologist. 


2.7.1. This procedure is sophisticated and ideally 
suited at (he instittuional level but also can be made 
available at PHC levei in the field, provided the per- 
son doing the operation is trained and has adequate 
experience. Services are to be provided under sani- 
tary conditions and with proper care being taken for 
selection and follow-up of cases. Detailed guidelines 
for female sterilisation by laparoscopic technique 
have been cifculated to all States/UTs for guidance 
and compliance. 


2.7.2 The Department of Family Welfare has 
aiso brought out a bookiet “Laparoscopic Technique 
of Female Sterilization” which hag been distributed 
to all concerned. 


2.9. Laparoscopic Training Programme. Laparo- 
scopic tubectomy as the name implies, is undertaken 
with the heip of a specialised instrument i.e., laparo- 
scope. [he procedure needs to be performed by 
well-irained Surgeons!Gynaccologists pyreicrably in 
weil-equipped institutions. Initially that Government 
of india in coliaboration with J.H.P.I.E.G.O.  estab- 
lished in the year 1979 three training centres at Deihi, 
Bombay and Baroda for the training of doctors in this 
technique. In view of its increasing popularity six 
more training centres have been opened at Delhi, Jai- 
pur Bombay, Hubli & Hyderabad. In addition, 
State Government are also training a good number of 
teams at their own training centres. A laparoscopic 
team consists of doctor (Sr. Gyneocologist with P.G. 
qualification or Surgeon), an anaesthetist, an opera- 
tion theatre-nurse and OT technician. As on 31st 
October 1984, 2,071 trained teams were available in 
the country. Since laparoscopes are not manufactured 
indigenously, all necessary assistance js rendered to 
the States/UT’s to obtain these from the importing 
firms. The Government also obtained laparoscopes 


as commodity assistance from external sources and 


distributes the same among the States/UTs, Details 
of number of lapascopices|laparoscopic teams  avail- 
able statewise is given at page 123. 


2.10. Follow-up Services. Follow-up of Operated 
cases 18 an extremely important aspect of the pro- 
gramme. Every operated case should be rendered 
follow-up services within 72 hours of the operation 
and, as necessary, later on. This work becomes evel 
more important where sterilisation are performed as 
out-patient procedures in camp institutions. Special 
guidelines have been issued to the States/UTs in this 
regard. 


2.11. Sterilisation Camps. Holding of sterilisation 
camps continues to be in the programme and __ these 
are afranged in areas where the normal facilities for 
maie and female sterilisation are inadequate and 
where it is possible to provide the facilities by pooling 
the man power and equipment for the duration of 
the camp. The State Governments/UTs administra- 
tions organise small sterilization camps. For this pur- 
pose assistance of Rs. 5.00 per case of sterilisation 
(both vasectomy and tubectomy) is payable over and 
above the compensation money admissible. 


2.12. Recanalisation. Selected hospitals through- 
out the country provide the facility of recanalisation 
Operation both for the male and female. These ser- 
vices are available free of charge irrespecive of the 
number of children of the applicant. Benefits like 
trave] cost, incidental expenses, etc. are also pro- 
vided to people who need recanalisation. Availability 
of these services help creating confidence among ac- 
ceptors of sterilisation. Action has also been initiated 
to set up recanalisation training-cum-service facilities 
by micro surgery in different parts of the country. 


2,13. Spacing Methods. To reach the couple pro- 
tection rate of 60 per cent of the eligible couples by 
2,000 A.D., it is essential that the younger group of 
eligible couples be motivated to accept spacing and 
small family norm. Spacing methods are particular- 
ly appropriate to the young eligible couples who have 
not yet completed the optimum size of their families. 
More-over, use of spacing methods fosters a habit of 
using contraceptive which has a significant impact not 
only On curbing the population growth but also on 
the health of the mother and child. 
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2.14. Intra-Uterine Device (U.D.) Two types of 
TUDs are currently used under the National Family 
Welfare programme. These are Lippe’s Loop and 
Copper T-200 (Cu. T). 


(i) Lippe’s Loop, which was introductd under the 
programme in 1965, has been found to be a safe and 
effective contraceptive device. Loops of two different 
size, viz., 27.5 mm and 30 mm are in use. These can 
be inserted even by the para-medical staff with ade- 
quate training. Experienced Auxiliary Nurse Mid- 
wives are given special training for the purpose and al- 
lowed to insert loops if found competent and able to 
do so on completion of their training. At the sub-cen- 
tre level, such insertions are permitted only if sub- 
centres have regular building, 

(ii Copper T. 200, introduced much later thin 
Lippe’s Loop, has become very popular among con- 
traceptive users of spacing methods. It is currently 
being imported though efforts are on to manufacture it 
indigenously. Cu. Ts are inserted by doctors, trained 
Public Health Nurses and Lady Health Visitors. Fol- 
lowing its growing popularity, it has been decided also 


to permit specially selected and trained ANMs in selec~ 


ted sub centres having adequate equipment to insert 
these. The demand for Cu. T as a safe and effective 
female contraceptive is likely to increase substantially 
and it would be an important method for increasing 
the couttle protection rate in future. 


(iii) TUD services are also provided free of charge 
in all government institutions. 


2.15 Compensation—An amount of Rs, 180 per 
case of vasectomy, 2s. 200 per case of tubectomy and 
Rs. 12]- per case of TUD, increased from Rs. 150 for 
vasectomy, Rs. 170 for tubectomy and Rs. 8 for TUD 
from February, 1983, is provided as Centrai assistance 
to the States|UTs. An additional amount of Rs. 5|- 
per case of sterilisation is provided for meeting ad- 
ministrative expenses. in connection with arranging 
sterilisation camps. These amounts include compen- 
sation to acceptors at the rate of Rs, 100 for sterili- 
sation, both male and female, and Rs. 9|- for TUD 
insertion, for loss of wages on account of operation] 
procedure and rest|recuperation neriod following steri- 
lisation. The balance amount js provided to enable 
the service agencies to incur expenditure on provision 


of diet, drugs, dressing, transport and other miscella- 


neours purposes, 


2.16 Ex-gratia Financial Assistance 


(a) Despite the best professional care and follow- 


(b) 


(c) 


(d) Where the 


up, instances of death|complications follow- 
ing sterilisations|[UD insertions are likely 
to occur, even though such cases are extre- 
mely rare and operation|[UD insertion re- 
lated mortality complication rate in this 
country compares well with such rates gene- 
rally accepted as standard all over the world, 
A sound procedure for reporting of deaths 
and conducting enquiries by senior gynaeco- 
logists|surgeons has been laid Jown and im- 
portance of observing the same has been 
constantly emphasised on the State/UTs. 


In the event of death|complications follow- 
ing sterilisation, recanalisation, or TUD in- 
sertion, Ex-gratia payments have been 
authorised to be paid to the surviving spouse, 
natural heir, etc. Death within ten days of 
the above procedures entitles the spouse or 
the natural heirs to ‘Rs. 10,000. Even where 
the cause of death is not definitely known 
but could be a possible consequence of 
Sterilisation/recanalisation/IUD _ insertion, 
relief of Rs. 10,000 is paid. Similarly, in 
the case of complications arising within four 
weeks of the above procedure and eventual- 
ly leading to death Ex-gratig relief amount 
is paid. 

In cases where post-operative complications 
arise within four weeks of these procedures, 
actual expenses incurred on further treat- 
ment for items like hospitalisation, medi- 
cines, other items etc. prescribed by the 
Government hospitallinstitution are antho- 
rised to be paid to the acceptors, 

acceptor has to remain away 
from duty on account of treatment of such 
complications beyond the special leave 
period admissible for the purpose, he!she is 
entitled to ex-gratia payment at the rate of 
Rs. 5 per day of such absence. For Gov- 
ernment servants, such payment is available 
only if they have to remain on leave with- 
out pay for the purpose, 


2.17 Oral Pill Programme 


(a) Oral Pill is a very popular contraceptive used 


all over the world by over 60 million women. 
Oral contraceptives were first introduced in 
the national programme in 1967 on pilot 


Project basis under certain limited condi- 
tions. 


—. In 1974, the programme was extended to all 
urban centres and a few PH€s in each State 
which had Medical Officers. 


— In 1977, oral pill was introduced fully in the 
National Family Welfare Programme by ex- 
tending their availability and distribution 
through all PHCs in the country wherever a 
doctor is posted. 


— In 1979, distribution of oral pill was elso in- 
troduced through trained para-medical such as 
PHN|LHV|ANM/MPW Female!HA Female for 
a period of three months within which _ the 
acceptor must be examined by a doctor. A 
check list was also prepared for para-medicals 


to help them in screening the suitable 
acceptor. 
— In order to further increase the acceptance 


through a wider distribution system, the Gov- 
ernment of Indig w.e.f. June, 1982 launched 
a scheme of distribution of oral contraceptive 
through health guides in four selected States 
namely, AP, Haryana, U.P. and West Bengal 
to start with. These States have been asked 
to carry out the evaluation of this system and 
the scheme may be extended to other areas 
in the country after evaluation. 


(b) Two types of oral contraceptives supplied to 
the acceptors are: 


(1) Northisterone Aceptate 1.0 mg 
Ethinyl Estradiol 0.03 mg 
(2) D-Norgestrol 0.15 mg 
Ethinyl Estradiol 0.03 mg 


2.17.1 A packet for use over 28 days contains 21 
contraceptive pills and 7 iron tables. Raw material 
is imported through United Nations Fund for Popu- 
lation Activities and tabletting done by the Indian 
Drugs and Pharmaceuticals Limited. The pills are 
supplied to women free of cost. 


(c) Use of oral pills in the country has shown 
steady increase with the addition in the 
number of service centres. Orral Pill Distri- 
bution Centres have risen from 1,393 in the 
year 1984-85 to 8,068 as on March, 1983. 


The number of oral pill. users has also shown im- 
pressive increase of 194.3 per cent over the previcus 
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year, ie. 1982-83, This trend indicates that there 
is potential of further increase in the accentance of 
this method particularly among the younger age-group 
couples for the purpose of spacing. 


2.18 Conventional Contraceptive Programme 


During the last three years a break-through has 
been reached in respect of usage of conventional con- 
traceptives, especialy Nirodh (Condom). Starting 
from 1973-74 and until 1980-81, the conventional 
contraceptive users in the country varied around 3 
to 3.5 million, Their number rose to 4.5 million 
during 1981-82, to 5.8 million during 1982-83 and 
to 7.7 million during 1983-84, This was mainly due 
to increased usage of Nirodh. Nirodh being a safe 
and effective method of birth control has become in 
creasingly popular and is being widely accepted by 
younger age-group couples for spacins of their child- 
ren. Nirodh at present is being distributed under 
three schemes, viz: (a) Free distribution, (b) Depot 
holder distribution and (c) Commercial!distribution. 
Packaging of Nirodh under these schemes has been 
kept different. 


2.18.1 Free Distribution 


Nirodh is supplied free under this prosramme and 
also other contraceptives like the jelly, foam tablets 
and diaphragms through the network of village health 
guides, sub-centres, primary health centres/urhan 
family welfare planning centres, P.P. Centres, hospi- 
tals and dispensaries. 


All these Free Distribution Contraceptives were 
hitherto being stocked at seven different points viz 
Government Medical Store Depots located at Madras, 
Bombay, Calcutta, Hyderabad, Gauhati. New Delhi 
and the Indian Red Cross Society, Chandiearh. These 
Depots used to meet the demand of the States and 
District Famliy Welfare Bureaux etc. But, from 
1983-84, in order to make expeditious flow of sun- 
plies, Nirodh stocks are despatched directly from 
manufacturing concerns to States|Union Territories, 
Railways and Defence organisations. 't is exnected 
that about 280 million pieces will be supplied to the 
State Governments|Union Territories — 
current financial year, i.e. 1984-85, 


durins the 


2.18.2 Depot Holder Distribution 


To popularise Nirodh in rural areas, a modified 
Depot Holder Scheme was introduced from Anril 
1981, and is in operation in Gujarat, Maharashtra, 


Haryana, Orissa, Uttar Pradesh, Madhya Pradesh and 
West Bengal. In other areas also Depot Holder 
Nirodh is being supplied in the health guide — kits, 
Under the Scheme Village Health Guides and Multi- 
purpose Workers as supplied Nirodh free of cost and 
allowed to sell a pack of 6 pieces upto Re. 0.50 and 
retain the sale proceeds as incentive. This could 
prove an excellent medium for increasing its use 
among the vast rural population. 


2.18.3 Niredh Marketing Programme 


(i) The Nirodh Marketing Programme was started 
in 1968-69 with the following objectives:— 


To create large scale demand for Nirodh. 


To promote the sale of Nirodh as a consumer 
product using modern marketing techniques. 


To make it available at a very low Govern- 

ment subsidised price alongwith daily neces- 
sities of life through a large number of retail 
outlets easily accessible to the public. 


(ii) This is a social marketing programme with- 
out an element of profit, the aim being 
maximum social benefits which will result 
from the births prevented by the use of 
condoms. Under this scheme, the Depart- 
ment procures stocks from the manufac- 
turers and supplies to the established com- 
mercial marketing channels. The stocks are 
stored at Government Medical Store Depots 
at Calcutta, Delhi, Bombay and Madras. 


(iii) The distribution and sale of Nirodh js under 


taken by twelve participating consumer 
goods marketing companies, viz., Union 
Carbide India Limited, I.T.C., Hindustan 


Lever, Brooke Bond, TOMCO, Lipton 
India, IDPL, Smith Stainistreet, Hindustan 
Petroleum, Bharat Petroleum, Indian Oil 
Corporation and Arasan Match Industries. 
To further strengthen the distribution chan- 
nel, Super Bazars, State Cooperatives, ‘Rail- 
ways, book-stalls, etc. have also been in- 
volved in the programme, 
(iv).Over the years the programme recorded 
remarkable progress and the sale increased 
from a mere less than 16 million pieces in 
1968-69 to over 198 million pieces in 
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Years 

1979-80 
1980-81 
1931-82 
1982-83 
1983-84 


1983-84. The sale figures for the past five 
years are given below:— 
Distribution (miilion pieces) 
77.78 
129:50 
166.50 
162.70 
198.56 


(v) It will be seen that impressive sales have 


(vi) 


(vii) 


(vill) The programme is supported by a 


been recorded during the last four years; the 
tempo is being kept up and a target of 280 
million pieces has been fixed for the current 
year. 


During 1983-84, a scheme was started to 
place funds (@ one paise per piece sold) 
at’ the disposal of the Distribution com- 
panies for the purpose of demand creation. 
This scheme has helped considerably in in- 
creasing the level of sales during 1983-84 
and it has been continued during 1984-85. 


A lubricated condom under the brand name 
of Deluxe Nirodh has been introduced dur- 
ing the current year, at a subsidised retail 
price of Re. 1.00 for a wallet containing five 
pieces. It is expected that these measures 
will give a boost to Nirodh usage in the 
country. 


very 
large advertising and publicity campaign 
carried out through all avaliable mass media, 
e.g. television, radio, cinema, press, print, 
exhibitions, outdoor publicity. The cam- 
paign projects Nirodh as a simple, non- 
clinical, dependable contraceptive method 
for spacing child birth. A number of colour- 
ful and attractive display materials in the 
form of posters, banners, hangers, mobilies, 
display cards, stickers etc. in regional lan- 
guages are supplied to the retail outlets regu- 
larly. Innovative campaigns through non- 
conventional media e.g., audio-visual vans 
and the like are carried out with the help 
of various distributing companies in some 
selected areas. Adequate advertising sup- 
port is also being given to the introduction 
of Lubricated Delux Nirodh and the Ten’s 
Pack Nirodh under the Programme. During 
1984-85, the advertising campaign has been 
further intensified. 


2.19 M.T.P. Programme—The Medical Termina- 
tion of Pregnancy Act, 1971 came into force in the 
entire country except the State of Jammu and Kashmir 
on Ist April, 1972. In the State of J&K, M.T.P. 
Act, 1974 has been enforced with effect from Ist 
November, 1976. 


2.19.1 Medical termination of pregnancy is a 
health care measure which helps to reduce maternal 
morbidity and mortality in the country occurring from 
illegal abortions by untrained hands. 


2.19.2 Through this programme pregnancy termi- 
nations are conducted by trained doctors in Govern- 
ment hospitals and approved private institutions. To 
get more trained hands in the field, doctors from 
various sources of employment i.e. medical colleges, 
District hospitals, Primary Health Centres, Voluntary 
organisations and private practitioners are being 
trained in medical termiantion of pregnancy techni- 
ques in 161 ‘A’ type post partum institutions which 
include medical colleges and large maternity and 
district hospitals. 


2.19.3 A total of 10,132 doctors (figures provi- 
sional) have been trained in MTP technique since 
the inception of the programme while qa total of 
32,111,185 yyregnancies are reported to have been 
terminated upto December, 1984. 


2.19.4 To make this service accessable to wider 
cross-section: of population specially in rural areas 
Steps have teen taken to expedite the training pro- 
gramme of doctors in MTP technique so that at least 
One doctor {rainee in MTP technique is available in 
each PHC all over the country. 


2.20 Special Schemes—In addition to the regular 
infrastructure consisting of Primary Health Centres, 
Rural Family Welfare Centres, Urban Centres and 
Sub-Centres through which eligible couples are reach- 
ed for adoption of family planning, certain special 


Item of Information 


No. of Institutions reported 
1. No. of OB & AB cases conducted 
2. No. of women from whom Smear was collected 


3. No. of slides examined 
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schemes have; been evolved in the nature of innova- 
tive approaches which seek to take full advantage of 
the prevailing trends. Some of these schemes are 
described below : 


1. Post Partum Programme at District level 


Hospitals 


The Post Partum Programme is a maternity-centred 
hospital-based programme. It has been extended to 
554 medical institutions throughout the country 
covering all the medical colleges including two post- 
graduate institutions and leading hospitals run by 
the voluntary organisations. 


A ten-bedded ward and an operation theatre have 
seen provided to each participating institution. There 
are three categories of Post Partum Institutions with 
a Set pattern of imputs in the form of staff and equip- 
ment for each category. The programme is 100 per 
cent centrally aided. 


The programme has been functioning very satis- 
factorily. It promotes all methods of contraception 
though bulk of the acceptors opt for tubectomy and 
TUD' insertions. Against 7.39 lakh acceptors of 
family planning enrolled during 1982-83, 8.30 lakhs 
were enrolled during 1983-84, representing a 12 per 
cent increase. A total of 14,22,419 obstetric and 
abortion cases were conducted by the reporting centres, 
during 1983-84 against 14,34,191 such cases in the 
previous year. 


2. Post Partum PAP Smeay Testing Programme 

In order to detect early cases of cervical cancer and 
other precancerious lessions among women attending 
Post Partum Units, the Government of India has 
sanctioned the programme in 25 selected medical 
colleges. During the year 1983-84, 20 out of 25 
medical colleges have furnished the information, The 
progress of work done during 1983-84 as compared 
to the year 1982-83 is as follows: — 


1982-83 1983-84 Percentage 
increase (— ) 
decrease (++) 
USE AE SR RD ad a 
2 3 4 
16 20 
89, 778 1,12,829 (+) 25.7 
9,183 16,020 (+) 74:5 
10,844 17,696 


(4), 063.2 


0 ee eee 


4. No. of slides with abnormality 
(i) Among users of F.W. Methods 
Gi) Among non-users of F.W. Methods 


. No, of women with infection/pre-cancerous lessions advised treatment 


~ 
6. No. of women under treatment 
7. No. of women cured 

8 


. Method-wise distribution of slides exumined 
G@) LUD. ‘ , : ‘ : ‘ P ; 
(ii) Oral Pill Users . : : , ‘ : - 


(iii) Sterlisation ; : ; . P : : 


3, Post-Partum at Sub-district level 


Noting the encouraging results from the Post- 
partum Programme at district level, the Government 
of India decided to extend the programme to  sub- 
district level hospitals. Fifty such hospitals were 
approved in Phase I during 1980-81. It was con- 
templated to extend the programme to another 350 
sub-district hospitals during the 6th Plan period. The 
target set for extension of Post Partum Programme 
to sub-district hospitals hag since been achieved as 
300 sub-district hospitals have been covered during 
1983-84 and 50 during 1984-85. Administrative ap- 
proval of Government of India has since been con- 
veyed to various State Governments, Thus, 400 sub- 
district hospitals in all have been brought under the 
Post Partum Programme. Financial assistance is 
available to sub-district level hospitals also. 


4. Maternity and Child Health Supplemental Pro- 
gramme 


“Better Health for the mothers and chlidren” is an 
important component of the Post Partum Programme. 
This is ensured by providing variety of services to 
the women and children visiting Post Partum units| 
hospitals. 


The following services are available to mothers 
and children under the Post Partum Programme:— 


(i) Ante-natal and post natal care including pre- 
vention against anaemia, multi-vitamin 
therapy and protection against tetanus by 
regular immunisation programme. 


Z 3 4 
5,188 8,844 CE). 70-5 
2,815 5,542 (+) 96.9 
2,373 3,302 (+) 39-1 
4,966 6,813 (+) 37-2 
2,487 6,551 (+) 163-4 
2,471 3,310 (+) 34-0 
. 8 2,306 5,564 (+) 132-6 
ee 201 395 (+) 96-5 
ee 2,600 4,225 (+) 62.5 


(ii) Children are provided protection against 
diphtheria, tetanus and whooping cough by 
regular immunisation programme, and pro- 
phylaxis against anaemia and blindness is 
achieved by regular administration of Iron 
and folic acid and Vitamin ‘A’ concentrate. 

(iii) All the post partum units are providing D.P.T, 
Polio and B.C.G. vaccination to infants 
under the expanded programme of immuni- 
sation and as per the revised national im- 
munisation schedule, 


5. Sierlisation Bed Scheme 


In order to provide immediate facilities for female 
operation a scheme was evolved during 1974 under 
which beds are sanctioned in medical nistitutions rua 
by voluntary organisations. The beds under _ this 
Scheme are sanctioned in consultation with the State- 
Governments on the basis of performtrce of the 
voluntary organisation during the previous year. As 
on 31st March, 1984, a total of 2,163 sterilisation 
beds were functioning in various States. The Govern- 
ment of India pays an amount of Rs. 2,400|- per 
bed per annum as maintenance grant to institutions 
on achieving a minimum of 45 tubectomies per bed 
per annum, 


6. Remodelling of IUD room at Rural Family Wel- 
fare Centrts 


In order to provide improved facilities for sterisa- 
tion and MTP services in rural areas, a scheme has 
been evolved for renovation|remodelling of IUD room 
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into an operation theatre at Rural Family Welfare 
Centre attached to Prime Health Centres. 


It was proposed to cover 833 Primary Health Cen- 
tres during the Sixth Five Year Plan period. The 
Government of India has since conveyed the ad- 
ministrative approvat te the various State Govern- 
ments for selection of all the 833 Primary Health 
Centres under the scheme. An amount of Rs. 
24,000|- per centre has been provided for renovation 
including replacement of surgical equipment needed 
as non-recurring txpenditure. Year-wise details of 
number of Primary Health Centres approved and 


those sanctioned by State Governments are as 

under: — 

Year No. of No. of 
PHCs PHCs 
approved sanctioned 

by 
Govern-_ State 
of India Govern- 
ments 

1982-83 ' é P i ‘ ; 83 83 

1983-84 ; A ’ : ‘ ; 250 166 

1984-85 : 4 : : : : 500 212 


7. Revamping of the Organisational set up in Urban 


Slums and congested areas i the country 


The recommendations of the working group on re- 
organisation of Family Welafre and Primary Health 
Care services in urban slums for the provision of 


additional inputs in the form of staff and facillities for 
improving outreach system in such areas have already 
been sent to the State Governments for sending their 
proposals to this Department for consideration. The 
target set for the Sixth Plan is to place on ground 
50 per cent of urban infrastructure by taking those 
areas on priority 40 per cent of whose population 
lives in slums or constitutes weaker section. 


Administrative approval for re-organisation of 234 
Health Posts and 5 City Family Welfare Bureaux has 
since been conveyed to State Governments during the 
year 1983-84 and the current financial year, 1984-85 
as detailed below:— 


State No. of Units 
Sanctioned 
Health City 

Posts Family 

Welfare 

Bureau 
1 Karnataka . : ‘ a : 32 — 
2 Maharashtra ; ‘ - : 126 5 
3 Uttar Pradesh ; ; ‘ ‘ 40 — 
4 Chandigarh . ‘ ‘ L ‘ 10 ~ 
5 Delhi . ; ’ ; “ : 5 — 
6 Madhya Pradesh . ; ; , 21 _ 
Total 234 5 
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Leparoscopic facilities 


SI. Name of the States/ UTs/Org. 


No. 


1 Andhra Pradesh 
2 Assam . 

3 Bihar 

4 Gujarat 


5 Haryana 


6 Himachal Pradesh . 


TI &RK-. 

8 Karnataka 

9 Kerala . 
10 Madhya Pradesh 
11 Maharashtra 
12 Manipur 

13 Meghalaya 

14 Nagaland 


15 Orissa . 
16 Punjab . 


17 Rajasthan 

18 Sikkim . 

19 Tamil Nadu . 
20 Tripura 


oo 


No. of 
Laparos- 
copic 
teams 
trained. 


aad 
17 


No. of 
Lapros- 
copes 
available 
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105 


available 
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—_ 


in the States/UTs.* 


Sl. Name of the States/UTS/Org, No, of — No. of 
No. Laparos Laparos 
teams _abailable 
trained 

21 Uttar Pradesh 315 169 
22 West Bengal . 68 51 
23 A & N Island 2 2 
24 Arunachal Pradesh 2 ee 
25 Chandigarh 20 7 
26 D & N Haveli — — 
27 Delhi 102 48 
28 Goa, Daman & Diu ®, 3 
29 Lakshadweep 1 1 
30 Mizoram 1 1 
31 Pondicherry . 1 4 
32 Ministry of Railways 20 2 
33 Ministry of Defence 1 a 
34 Ministry of Home Affairs : , 4 Sy 
35 Voluntary Organisations . : : 6 9 
Total : 2,071 1,304 


*The information as available on 31-10-1984. 


*Figures are provisional. 


Chapter XVI 


Maternal and Child Health Programme 


1.1 The Maternal and Child Health services refer 
to the broad and currently accepted meaning of pro- 
motive, preventive, curative and rehabilitative health 
care for mothers and children. Since mothers and 
children have additional needs for reproductive 
growth and development and are biologically more 
vulrerable to environmental influences, special pro- 
grammes are required in pregnancy, child birth and 
childhood in addition to the general health measures. 
During 1984-85 special . emphasis was laid on the 
health status of mothers and children in the context 
of the 20 point Programme which stipulates accele- 
ration of programmes of welfare for women and chil- 
dren and nutrition programme for pregnant women 
and nursing mothers and children. The National 
Health Policy has also attached great importance to 
the MCH Programme. The infractructure of delivery 
of maternal and child realth services has been and is 
being expanded both in rural and urban areas by the 
setting up of primary health centres, rural family wel- 
fare centres and sub-centres, urban family welfare 
centres and post-partum centres. In addttion, the 
Department of Family Welfare has sponsored several 
schemes namely, immunisation of expectant mothers 
against tetanus; immunisation of children against Diph 
theria, Whooping cough, tetanus, poliomylitis — ty- 
phoid and tuberculosis, prophylaxis against nutritional 
anaemia among mothers and children ag well as pro- 
phylaxis against blindness due to Vitamin ‘A’ defi- 
ciency in children. The performance of most of these 
programmes during the current year has shown im- 
provement compared to that of the corresponding 
period of last year. 


2.1 Prophylaxis against nutritional anaemia among 
mothers and children. Anaemia is one of the major 
health problems affecting women of child bearing age 
and children contributing to maternal mortality and 
morbidity leading further to a still-birth, premature 


birth and low-birth weizht babies. In order to pre- 
vent nutrition anaemia emong mothers and children, 
daily dietary requirements for iron and folic acid, the 
deficiency of which causes anaemia, is given in the 
form of tablets. Pregnant and nursing mothers and 
women acceptors of family planning, and children are 
the beneficiaries. 


2.2 Prophylaxis against blindness due to Vitamin 
‘A’ deficiency among children: Vitamin ‘A’ defi- 
ciency is found to be prevalent among children of 
pre-school age in many parts of the country. Severe 
forms of Vitamin ‘A’ deficiency Keratomalacia 
coupled with malnutrition and infection is believed 
to be an important cause of blindness among children. 
As a preventive measure, concentrated Vitamin ‘A’ 
solution in oil form is given to children in the age- 
group of 1—5 years every six months. Targets and 
achievements upto 30th September, 1984 are given 
below: — — 


figures in lakhs 


Scheme Target Achieve- “age 
1984-85 ment achieve- 
Physical upto ment of 
Sept. 84 annual 
Physical target 
during 
1983-84 
1 e) 3 4 
Prophylaxis against nutritional 
anaemia 
(Mothers) . : : ; 130 84-54 65:1 
(Children) . ; : . 130 78:75 60° 6 
Prophylaxis against blindness 
among children due to Vita- 
min ‘A’ deficiency , 270 131.55 53.7 
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Suck Supply of drugs and Vaccines: The Department 
of Family Welfare procures all vaccines Iron and 
Folic Tablets and Vitamin ‘A’ solution and supplies 
to the State Governments and U.Ts. as per their re- 
quirement. The expenditure incurred on these items 
is debited to the accounts of the State at the close 
of financial year. 


4.1 Seminars/Workshops. A workshop of MCH 
Officers was conducted in N.I.H.F.W., New Delhi, 
and 24 Officers from various States|UTs. participated 
in it. 


4.1.1 A workshop of District Public Health Nurses 
was organised in Lady Reading Heaith School, Delhi 
in May, 1984. 


4.1.2 Two workshops on Neoatology were held in 
Medical College, Aurangabad, Maharashtra and _ Ins- 
titute of Child Health Madras in September, 1984 
and about 60 paediatrician and obstricians from Dis- 
trict Hospitals in various States!U.Ts. participated in 
these workshops. 


4.1.3 Countes of Dufferin’s Fund Scholarship, The 
Countess of Dufferin’s Funds constituted originally 
to encourage medical and nursing education among 
women is now operated by Government. During 
1983-84, 13 undergraduates, one Diploma in Mater- 
nal Child Welfare (IMCW), 5 M. Sc. Nursing, 3 
Public Health Nursing and 8 B. Sc. Nursing women 
students studying in medical and Nursing Colleges in 
the country were selected for Countess of Dufferin’s 
Fund Scholarships. The selections are made on 
means-cum-merit basis. In addition, 65 under gradu- 
ates, 5 M. Sc. Nursing anc 24 B. Sc. Nursing students 
selected earlier continued to get scholarships during 
1984-85. 


5.1 President's Medals: President’s Silver Medals 
are being awarded to best women candidates passing 
out in final MBBS examination and B. Sc. Nursing 
from various universities in the ccuntry every year. 
President’s Gold Medals are awarded to doctors 
showing maximum courtesy to the patients during 
internship in Lady Hardinge Medical College, New 
Delhi and JIPMER, Pondicherry. The Expenditure 
ion these medals ig borne at present by Department of 
Family Welfare. 


6.1 WHO Assistance: Under WHO Project IND 
MCH 003 which seeks to strengthen MCH services 
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in India the following activities were carried out du- 
ring 1984-85 upto November, 1984. 


6.1.1 Demonstration of Integrated MCH/FP. Curri- 
culum: Curriculum to teach MCH & FP in an integ- 
rated manner to the under-graduate students and in- 
terns has been prepared by an experts’ committee and 
the curriculum adopted at the Medical College, Tri- 
vandrum and B. J. Medical College, Ahmedabd and 
Lady Hardinge Medical College, New Delhi. The 
object is to demonstrte integrated teaching to the 
teams of professors of three disciplines of obstetrics 
and Gynoecology, Preventive and Social Medicines 
and Paediatrics of other medical colleges with the idea 
that they in turn would adopt the same curriculum in 
their medical colleges. The duration of the pro- 
grame is four weeks. During the current year, 
three programmes were conducted in B. J. Medical 
College. Ahmedabad Medical College, Trivandrum 
and Lady Hardinge Medical College, New Delhi. Nine 
team comprising 27 Professors attended these pro- 
grammes. 


6.1.2 Demonstration of Paediatric Curriculum: Yo 
order to strengthen the teaching of Paediatrices in 
Medical Colleges, Professors and Heads of Depart- 
ment of Paediatrics from different medical colleges are 
requested to participate in demonstration programmes 
at B. J. Medical College, Ahmedabad and Govern- 
ment Medical College, Jabalpur. During the current 
year one programme has already been conducted at 
B. J. Medical College, Ahmedabad. 


7.1 UNICEF Assistance: During the current year, 
assistance is expected to be received from UNICEF 
for 50 paediatric units of District/Sub, District Hos- 
pitals and 3 new-born units of district hospitals. The 
assistance is in the form of ward and clinical equip- 
ment, books etc, worth about $ 6000. 


8.1 The Expanded Programme on Immunisation: 
The expanded programme on immunization was 
started in India in 1978 with the objective of reducing 
the morbidity and mortality due to diphtheria, per- 
tussis, tetanus, poliomyelities, tuberculosis and ty- 
phoid. Vaccination services are proposed to be made 
available to all eligible children and pregnant women 
by 1990. It is also proposed to include measles m 
the EPI during the 7th Plan. It was also aimed to 
achieve self sufficiency in the production of vaccines 
required for the programme. 
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8.1.1 The immunization programme is one of the 
most cost effective public health programmes and im- 
portant component of the Primary Health care servi- 
ces. The vaccines available for the control of the 
diseases are effective, safe and relatively cheap. Be- 
sides the reduction of vaccine preventable diseases, 
the positive impact of the immunization programme 
is also likely to be reflected in related programmes of 
maternal and child health and the family welfare pro- 
gramme. 


8.1.2 The immunization services are provided 
through the existing health care delivery systems and 
there is no separate cadre of field workers. The 
services are available in the hospitals, dispensaries 
and MCH clinics in the urban areas and the primary 
health centres in the rural areas. The health workers 
also organise vaccination sessions during their routine 
visits to the villages. Outreach operations are orga- 
nised for the more far flung and inaccessible areas 
specially during the winter months. 


8.1.3 Each country frames its own immunization 
schedule keeping in view the epidemiological pattern 
of the diseases, the types of vaccines available and 
the administrative and economic feasibility of provi- 
ding the services. The schedule followed in the coun- 


try is given at Appendix TI. 


8.1.4 As with all other programmes, the success of 
the immunization programme depends to a large eX- 
tent on the thoroughness of the plans that have prece- 
ded the field operations. The most important aspect 
of the planning procedure is to determine the disease 
problems in the area and the age groups that are most 
affected by the particular disease. This will help to 
identify the vaccines that need to be used and the 
ages at which they should be given. The next im- 
portant step is to determine the resources that are 
available and whether more could be mobilized, if 
necessary. The number of beneficiaries that can be 
covered depends to a large extent on the availability 
of supplies and equipment, manpower and commu- 
nication facilities. ‘The plans are drawn up keeping 
in mind the need for sustaining the services over the 
years. 


81.5 Besides the administration of vaecines, there 
are other aspects of the immunization programme that 
need to well developed and strengthened for the suc- 
cessful implementation of the programme. These in- 
clude the cold chain for vaccines, the surveillance syS- 
tem, training of health personnel, preparation of health 
education material, coordination with other sectors 
and ministries and community participation. 
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Fig 1. The Immunization Programme 
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9.1 The impact of the programme is evident only programme is, thus, complex requiring the close co- 
if the full course of the potent vaccine is given at the ordination of work of people engaged in various tasks 
right age. High vaccination coverage of the eligible at different levels. The tasks must not only be per- 
population in an area is necessary to show an epi- formed correctly but also in time in relation to each 
demiological impact (Fig. 1). The immunization other. 


9. Vaccination coverage 
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The vaccination coverage over the years has steadily been increased as may be seen from the following 


re -t ‘ 
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Yearwise reported vaccination performance 


(In millions) 
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85 % coverage of the eligible population is proposed by the end of the seventh Five Year Plan. 
of beneficiaries yearwise from 1985-86 to 1989-90 is given below, 


The number of beneficiaries proposed to be covered during 7th Plan period 1985-86 to 1989-90. 
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9.3 Vaccine production: 


_ The requirements of vaccine for the programme are 
as follows: 7 | : 


very large. The estimated yearwise requirements are 


Esmtimated yearwise minimum requirements for Vaccines 1985-86 to 1989-90 


Vv accine 


(in million doses) 


1989-90 


1985-86 1986-87 1987-88 1988-89 
DPI* 66.0 70:0 73:38 76:4 76: 4 
Polio* 66:0 70:0 73:8 76° 4 76:4 
BCG b 20:0 19°8 19-4 19-2 18-8 
DT. 24:6 26:6 28:6 21-,3** 20: 0** 
Tyhpoid . 24:6 26:6 28° 6 29:0 Paras) 
TT 47°8 57° 1 68:7 80:3 86.7 
Measles . 3°8 cot PAs! 17°8 PIR 


— ee oe 


ae 


ce 


* In addition to 3 doses + 10% 25° added for booster doses. 


**Many children would required only booster dose. 


9.3.1 All the vaccine except polio and measles/vac- 
cine are produced in the country. Installed capa- 
cities of production of the vaccine in the public sector 
are being augmented to meet the enhanced require- 
ments over the seventh five year plan period. The 
production of polio and measles vaccine is also plann- 
ed to be taken up. 


9.3.2 During 1984-85 arrangements have been mad, 
for the supply of 42.35 million doses of DPT, 26.0 
million doses of DT, 43.1 million doses of TT, 18.32 
million doses of typhoid, 39.6 million doses of polio 
and 19 million doses of BCG vaccine. This is addi- 
tion to the stocks available with the state health autho- 
rities. 


9.4 Cold chain for vaccine: 


So that the vaccines retain their efficacy till the 
point on use, the cold chain has been further streng- 
thened. 30 walk in coolers with a storage capacity 
of 1.6 million doses to 3 million doses have been 
supplied for the bulk storage of vaccines at the state| 
regional headquarters. In addition, 300 old, irrepair- 
able refrigerators in the PHCs have been replaced 
with new refrigerators, 2500 vaccine carriers have 
bees supplied for carrying vaccines to the field. 


9.4.1 A course on minor repair and maintenance 
of refrigrators was organised at Pune and another at 
Gauhati for the technician and mechanics of the state 
authorities. 


9.4.2 Arrangements have been made at NICD, 
Delhi; Central Research Institute, Kasauli and the 
Entero-Virus Research Centre, Bombay for the poten- 
cy testing of field sample of oral polio vaccine. The 
test has been standardized and the same reagents ar 
being used in the three institutions so that the results 
are comparable. 


10.1 Training: 


Since the programme is complex requiring the co- 
ordinaton personnel engaged in different tasks plan- 
ning and managment courses covering all aspects of 
the programme are conducted regularly. A national 
level is organised annually for the senior officers from 
the States. One such course was held at NICD, 
Delhi in September, 1984. 8 courses were also orga- 
nised in the States for the district level medical offi- 
Gers, 


10.1.1 A 4-day course is also being organised for 
the non-medical supervisory staff at the district level. 
During the year 8 courses have been held 
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Health education and training material 


10.1.2 To satisfy the large demand, 17,000 copies 
of the “Handbook on the Immunisation Programme” 
were reprinted. 


10.1.3 A book ‘“Suraksha” was printed in Hindi 
for the health workers. After field testing arrangements 
have been made to print sufficiently large number of 
copies of this book. The book is also being transla- 
ted into several languages. 


10.1.4 A booklet on neonatal tetanus for the PHC 
doctors is under print. A poster on the prevention 
of neonatal tetanus has also been designed. 


10.1.5 The WHO modules on planning and mana- 
gement of EPI are being updated and modified to 
make them task oriented in relation to the immunisa- 
tion programme in India. 


10.1.6 Preparatory work has been initiated to pre- 
pare material on EPI for personnel other than those 
of the health department. This is to encourge the 
active participation in the programme of primary 
school teachers, mahilla mandals, village leaders and 
personnel working in the cther ministries. 


11.1 Scheme for universal immunisation coverage: 

To achieve universal coverage of the eligible pou- 
lation large inputs are required both in terms of mate- 
rail and equipment as well as manpower. 
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11.1.1 A scheme for universal immunisation cove- 
rage, has, however been taken up in 30 selected dis- 
tricts and the field practice areas of 50 medical colle- 
ges The total number of beneficiaries covered in 
these areas is estimated to be 16.4 million pregnant 
women and 14.8 million infants. In addition to the 
resources already available, supplies worth Rs, 228.4 
million are proposed to be made over a 5 year period. 


Appendix I 

Beneficiaries Age Vaccine No. of 

doses 

Infants . 3-9 month DPT 3 
olio 3 

BCG 1 

9-12 months Measles* I 

18-23 month DPT I 

Polio I 

Children . 5-6 years DT [** 
Typhoid 2 

10 years y et [rs 

Typhoid yee 

16 yrars TT i+? 

Typhoid i“ 

Pregnant 

Women . 16-36 weeks TT [*# 


rr ee on a ee ee 
~~ 


* Measles vaccine is available only at selected centres 


** Two doses are given if not vaccinated previously. 


. CHAPTER XVII 


RURAL HEALTH SERVICES 


1.1 The National Health Policy under which we 
seek to attain the goal of ‘Health for All by the 
Year 2000 AD’, is based on a firm recognition of 
the fact that the health status of the people must 
be raised, if the quality of life is to improve. Under 
this Policy strenuous efforts are being made to 
place people’s health in the people’s hands through 
a comprehensive primary health care system reach- 
ing out to the population even in the remotest areas, 
with the maximum community participation. This 
system is being harnessed as an instrument of pro- 
moting both family planning and health care. This 
chapter deals with the facilities and services being 
created for the benefit of the masses living in rural 
and outlying areas and for those who constitute 
weaker sections of the society. 


Minimum Needs Programme 


2.1 The main programmes|schemes being im- 
plemented under the Minimum Needs Programme, 
to provide primary health care relevant to the actual 
needs of the community in the rural areas are in- 
dicated below : 


2.2 Sub-Centres: These sub-centres are _ being 
established on the basis of one sub-centre for every 
5000 population in general and for every 3000 
population in hilly, tribal and backward areas. The 
additional sub-centres to be established during the 
6th Plan period will raise their number to about 
80,000 against the estimated total requirements of 
1,30,800. Their progress is as follows :— 


(a) Functioning on 1-4-1980 47172 

(b) Target for the 6th Plan 40000 
period (approx.) 

(c) Established during 1980-84 27135 

9071 


(d) Target for 1984-85 


2.3 Pximary Health Centres: 

Additional Primary Health Centres are being es- 
tablished in places where the existing Primary 
Health Centres cater to a larger population, so as 
to reduce the work-load on existing Primary Health 
Centres for porviding better services. Their pro- 
gress : 


(a) Functioning on 1-4-1980 5484 
(b) Target for the 6th Plan period 756 


(c) Established during 1980-84 1726 
(d) Target for 1984-85 192 
2.4 Subsidiary Health Centres|New —_— Primary 


Health Centres: 


It is proposed to convert the Rural Dispensaries 
into Subsidiary Health Centres|New Primary 
Health Centres. The ultimate objective is that by 
providing curative services will function as Primary 
Health Centres providing package of pomotive, pre- 
ventive and curative services. 


(a) Functioning on 1-4-1980 2056 


(b) Target for the 6th Plan period 2270 
(c) Established during 1980-84 1558 
(d) Target for 1984-85 396 


2.5 Upgraded Primary Health Centres: It is 
proposed to establish rural hospitals by upgrading 
the existing Primary Health Cetres. Each of the up- 
graded Primary Health Cente will have 30 beds to 
meet the need for the rural population. 


(a) Functioning on 1-4-1980 217 
(b) Target for the 6th Plan period 315 
(c) Established during 1980-84 258 

118 


— (d) Target for 1984-85 
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Health Guide Scheme 

2.5.1 With a view to providing primary health 
care in the rural areas, Health Guide Scheme (for- 
merly known as Community Health Volunteer 
Scheme) was started in the country on 2-10-1977. 
These persons are purely voluntary workers, select- 
ed by the Village Communities as per the guide- 
lines issued by the Government of India. The im 
portant deviation from the previous instructions is 
that preference is to be given to female worker in 
the selection of health guides. The selected candi- 
dates are given training for 200 hours spread over 
three months. During their training, selected can- 
didates are paid Rs. 200/- per month as stipend. At 
the end of the training, these Health Guides are 
given a Kit with medicines and a manual. There- 
after, each Health Guide is provided with drugs 
periodically at an overall annual cost of Rs. 600/-. 
They are also given monthly honorarium of Rs. 50/- 
to cover their out-of-pocket expenses. 


2.5.2 Upto 30-9-84, 4234 Primary Health Cen- 
tres have been covered under the Scheme. From 
the inception of the Scheme, till 30-9-1984, 
3,45,548 Health Guides have been trained. In 1984- 
85 upto September 84, a total of about 2300 Health 
Guides had received training. 


2.5.3. The states of J&K, Kerala, Tamil Nadu 
and U.T. of Arunachal Pradesh have not accepted 
the Health Guide Scheme. They are implementing 
alternative schemes. J&K is implementing ‘Rehbar- 
e-Sehat? Scheme. Under this as per the information 
available 29 bocks have been taken up and 2450 
volunteers have been trained. Kerala is implement- 
ing ‘Strengthening of Primary Health Centres’ in 
three district; of Trivandrum, Kozhikode aud 
Wynad. Tamil Nadu is implementing ‘Mini Health 
Centre’ Scheme. 251 Mini Health Centres are func- 
tioning there. In Arunachal Pradesh ‘Medics’ 
scheme is in operation. 542 persons are functioning 
under this scheme. 


Multipurpose Workers Scheme 


3.1 The scheme was launched in 1974 with the 
objective of establishing a health delivery system in 
rural areas through a team of multipurpose wor- 
kers one male and one female for every 5000 rural 
population. Implementation of the scheme involves: 
(i) conversion of all the existing unipurpose workers 
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at different levels into multipurpose workers after 
suitable training, (ii) integration of all National 
Health and Family Welfare Programmes and (ili) 
employment of additional workers. 


3.2 Training 


(a) The seven Central Training Istitutes conduct 
training programmes for the key trainers and the 
District Level Medical Officers; 


(b) The 47 Health and Family Welfare Training 
Centres impart training to the Medical Officers and 
the Block Extension Educators (BEEs) of the Pri- 
mary Health Centres (PHCs). 


(c) Trained Medical Officers and BEEs organise 
training at their own PHCs. at the selected PHCs. 
for their para-medicals. 


3.3 Achievements: 


The Scheme is being implemented in the country 
in a phased manner and at a time a few districts in 
each State are selected for retraining and as soon 
as training is completed in a district the scheme is 
implemented in the field. It was envisaged that the 
entire country will be covered under the scheme by 
the end of the Sixth Plan. 


3.3.1 According to the information received 
and compiled as on 30th September 1984 retrain- 
ing is complete in 348 districts and it is in pro- 
gress in 30 districts. The States of Gujarat, Karna- 
taka, Maharashtra, Madhya Pradesh, Hayana, Pun- 
jab, Kerala, Himachal, Orissa, U.P., Rajasthan, 
Meghalaya and Sikkim have completed the training. 


3.3.2 Following table indicates the position with 
regard to the total number trained : 


S. Category 


— =e a 


Total No 


_——— 


oO. of 
No. Trained persons 
upto trained 
31-3-84 during 
1984-85 
upto 
30-9-84 
1. Distt, Level Medical Officers 1650 16 
2. Key Trainers . : ; 706 20 
3. D.E.M.Os. | Dy. D.E.M.Os. 304 8 
4. Medical Officers : 17256 218 
5. B.E.E.s : F P 5998 261 
6. Health Assistant (Male) 27128 479 
7. Health. Assistant (Female) 12849 719 
8. Health workers (Male) 84037 823 
9, Health Workers (Female) 58286 2786 
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VILLAGE HEALTH GUIDE — A FRIEND IN NEED 


Over the years, the Village Health Guides 
have established their credibility with the 
rural community they serve 
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Each trained Health Worker, male and female, 
is supplied with a work Manual and a Multipur- 
pose Worker Kit. 


Dais Training Programme 


4.1 Majoity of deliveries are still being con- 
ducted by traditional birth attendants (dais) in the 
rural areas. Endeavours have been made to proper- 
ly utilize this man-power in the field by imparting 
training to those dais. The emphasis during training 
is On asepsis, so that home deliveries are conducted 
under hygienic condition thereby reducing the ma- 
ternal and infant mortality. These trained dais will 
also play a vital role in propagating small family 
norm since their advice is more acceptable to the 
community. Each trained dai is provided with a 
midwifery Kit to conduct safe and hygienic delive- 


ry. 


4.2 It was proposed to train at least one dai 
for each village but the overall objective in the VII 
Plan is to train all uptrained dais functioning in 
the country. Efforts are being made to provide pre- 
sterilized disposable maternity Kits to trained dais 
in States where the infant mortality rate is more 
than 125 per one thousand live births. 


4.3 During the year 1983-84, 46111 dais have 
been trained against the target of 75,000. The target 
fixed for 1984-85 is 50,000. Total number of dais 
trained from 1974 to-date is 4.00 lakhs. 


Female Health Workers (A.N.M.) Training 
Programme. . 


5.1. Each sub-centre is to have one male and 
one female Health worker. It is envisaged to estab- 
lish additional 50,000 sub-centres during the 7th 


Plan. 


5.2 343 Female Health Worker Training Schools 
with an admission capacity of 16,760 are function- 
ine in the country. According to information re- 
ceived from StatesI\UTs, 4418 (provisional)  candi- 
dates have qualified from April to June, 1984. 


Female Health Assistant (L.H.V.) Training Pro- 
gramme : 
6.1 According to existing norm the work of four 


female Health Workers was supervised by oné® Fe- 
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male Health Assistant. This norm has been revised 
whereby one Female Health Assistant will super- 
vise the work of 6 Female Health Workers i.e. all 
the sub-centres. Senior Female Health Workers are 
selected and given 6 months’ in-service education to 
become Female Health Assistant. 


6.2 For this purpose, 35 Schools with an admis- 
sion capacity of 2258 are functioning in the ceun- 
try. 1618 candidates have passed their examination 
during 1984-85. 


Regional Teachers Training Institute : 


7.1. To train the required number of Nursing 
tutors and Public Health Nurses to man the Female 
Health Worker and Female Health Assistant Train- 
ing Schools, this Ministry has sanctioned six Re- 
gional Teachers Training Institutes to be located in 
the States of Haryana, Uttar Pradesh, Madhya Pra- 
desh, West Bengal and Tamil Nadu. All the Institu- 
tions have started functioning except the one in 
West Bengal. 


Community Health Officers Training Scheme 


8.1 The scheme is a 100 per cent centrally 
sponsored scheme and has been initiated to train 
candidates in the following selected central Train- 
ing Institutes. 


1. Rural Health Training Centre, Najafgarh. 


2. Family Planning Training and Research 


Centre, Bombay. 


3. All India Institute of Hygiene and Public 
Health, Calcutta. , 


8.2 A total number of 46 candidates (Tripura 3, 
Karnataka 7, Manipur 9, West Bengal 2 and Mizo- 
ram 25) have already been trained for a period of 
6 months at these 3 centres so far. 


8.3 Candidates after training | would be posted 
and attached to the New Pimary Health Centres 
and Subsidiary Health Centres. 


84 Nine candidates from Meghalaya have been 
sponsored for the training which will be undertaken 


shortly, ” 
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Publications 


9.1 The following materials have been published 
by the Rural Health Division during 1984. These 
have been distributed to the States/Union Territo- 
ries:— 


No. of Copies 

1. Manual for Health Worker Female 30,000 
(Hindi) 

2. Flip Book on ‘How diseases spread 
and how they can be prevented’ 1,00,000 


—_ +. SS 


9.2 The following materials are under publica- 


tion/preparation :— 
1. School Health—A guide for Primary School 
Teachers (English). 


2. Training of Primary School Teachers for 
School Health Programme—Guide for Trai- 
ners (English). 

3. Student’s Health Record (English). 


4. School Health—A Guide for Primary School 
Teachers (Hindi). 


5. Training of Primary School Teachers for 
School Health Programme—-Guide for 
Trainers (Hindi). 


6. Students’ Health Record (Hindi). 


7. Manual for Health Worker Female Vols. I 
and 2nd Revised Edition (English). 


8 Manual for Health Assistants Male and Fe- 
male (Hindi). 


9. Manual for Laboratory Technicians for Pri- 
mary Health Centres (English). 
10. Re-orientation Training of Health Guides. 


11. Flip Book on 
and Children’. 


‘Better Health for Mother 


12. Flip Book on ‘Prevention and Management 
of Diarrhoea in Children’. 


13. Responsibilities of Staff of the Primary 
Health Centre and Village Health Workers. 


Rural Health Training Centre, Najafgarh, New Delhi 


10.1 Structure and Functions of R.H.T,.C.,  Na- 


jafgah. 


The main functions of the Centre are:— 
1. Training. 
2. Service. 


3. Research. i 


10.2 The scope of these functions are modified 
with the changing situations in the adjoining rural 
areas. 


10.3 Training: This Centre provides training — to- 
wards various categories of health personnel i.e. 
medical graduates (under. Rural Placement), public 
health nurses lady health visitors, student nurses 
etc. People from different institutions and agencies 
including foreign visitors come here on observation 
visits throughout the year. 


10.4 This centre is one of the seven Central 
Training Institutes of India. As such it provides 


training to the District Level Medical Officer, Medi- 


cal Officers and Trainees from Health and Family 
Welfare Training Centres (both under Multipurpose 
workers and community health workers scheme/ 
health guide scheme.) 


10.5 Service: A comprehensive heaith service 
througout Najafgarh block consisting of 56 vilages 
with a population. of. about 1.24,847 is rendered by 
this centre through its 12 sub-centre!both domici- 
liary and ‘clinic service including indoor facilities are 
rendered by this Centre as well as round the clock 
emergency service. The P.H.C. Palam has been 
taken over by Lady Hardinge Medical College for 
Administrative and Technical control since 1983. 


10.6 A School Health Programme for school 
students of the area is also run. It covers about 185 
schools with a total student population of about 
75000. 


10.7 Research: This centre also conducts field 
studies relating to the existiny community Health 
Problems. The topics selected include, Nutrition, 
Immunization, attitude of community towards vari- 
ous health problems etc.. The studies are need-based 
and more or less action oriented. 
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10.8 Performance: The following activities were 
carried out in the Centre during the year 1984-85 
(from April, 84 to 31st October, 1984): 


_———_——__ ts 


1. Training Courses No. of 
Traineeces 
Z I — a a 
(i) Medical Interns from the following 
Institutions 
(i) Lady Harding Medical College : ; 70 
(ii) Sir Ganga Ram Hospital . . ; 3 
(iii) E.S.I. Hospital . ; , 10 
(iv) Northern Rly, Hospital. . ¢ 3 
(i) B.Sc. Nursing students . 28 
(ii) General Nursing . . , ; 68 
(iii) Public Health Nursing students . 29 
(iv) Promotional Training : : . : 23 
(v) Re-orientation Training of Health Guides 140 
(vi) Observation visits 130 
2. Service Activities 
(a) Medical Relief 
(i) OPD Attendance 85649 
(ii) Indoor admission .. : : ° 1951 
(iii) Laboratory investigation . 12896 
(b) MCH Services 
(i) Antenatal clinics attendance . 13582 
(ii) Deliveries conducted 1993 
(c) Family Welfare Clinics 
(i) Condoms distributed 22207 


(i) Jelly’ . : ’ é ‘ 6 
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(iii) Applicator . ; : : : 
(iv) Oral Pills 163 
(v) Sterilisation 235 

(d) School Health Services 
(i) Total School visits. ; ; : : 65 

(ii) Children examined . 4767 
(iii) Children found defective $ A e 2782 


3. Administ:ative improvement 


During the year 1983-84 all out efforts were 
made to further improve the functioning of this 
Centre with the limited resources available. 


4, Use of Hindi as Official Language: 


Every effort was made during the year under re- 
port of make Hindi popular in regular office work. 
Letters received in Hindi were replied in Hindi. 
Recently further progress has been made and cor- 
respondence with Class HI and IV employees is 
made in Hindi. Regular quarterly Hindi meetings 
are also held at this Centre. 


5. Budget Estimate (1984-85) 
A sum of Rs. 31.96 lakhs has been made for the 
Centre for the year 1984-85. 


6. Revised Estimate 


A sum of Rs. 30.75 lakhs has been made for this 
Centre for the year 1984-85. 


CHAPTER XVIII 


DEMOGRAPHIC RESEARCH AND EVALUATION 


1.1 The Ministry of Health and Family Welfare 
since the very inception of the programme, has 
been laying great emphasis on Population Research 
in the country. For carrying out Demographic and 
Communication action Research, the Government 
of India had set up Research Centres in the Uni- 
versities and other Institutions of national repuiec. 
Sixteen Population Research Centres are carrying 
out demographic research in different parts of the 
country. These centres located at Baroda, Banga- 
lore, Delhi, Patna, Pune, Trivandrum, Bhubanesh- 
war, Lucknow, Dharwad, Calcutta, Gandhigram 
(Tamil Nadu), Waltair, Gauhati, Chandigarh. Bho- 
pal and Udaipur continued to function with full 
finaticial assistance from the Department of Family 
Welfare Formalities for establishing a new centre 10 
Jarmu and Kashmir State are nearing completion 
and it is likely to be started soon. 


1.2 During the year 1983-84, the various Popu- 
lation Research Centres completed 56 studies. The 
studies completed related to demographic commu- 
nication and other aspects of population growth 
an’ family welfare programme. The important stu- 
dies undertaken on varioug aspects are listed be- 
low:— ie mee S| 


a. Indepth evaluation of Family 


Welfare Programme 11 studies 


b. Socio-Economic, demorgaphic 


aspects of fertility 4 studies 


c. Infant and child mortality 2, studies 


a, Communication/mass media 2 studies 
e. Impact of modernity on ferti- 
lity and acceptance of family 
4) 39 


planning 


1.3 In addition to the areas of studies listed 
above the various PRCs undertook 35 studies on 
other aspects of the programme focussing mainly on 
the research requirements of various States where 
they happened to be located. Some of the areas 
on which the studies have been completed are; 
developnient. population and ecology—and explora- 
tion of India’s experience, the youth and the popu- 
lation development debate; regional differences in. 
age structure in Maharashtra and their implication 
for mortality; birth, death and migration trends in 
various districts of Kerala determinants of female 
age at marriage in Uttar Pradesh etc. 


1.4 In order to review the status of the field 
studies completed by various Population Research 
Centres and to provide a forum for interaction 
among these centres, and identify priority areas of 
Research and other matters of mutual interest a 
conference of Directors of Population Research Cen- 
tres and other connected organisations was held at 
New Delhi on 6th and 7th July, 1984. It was fol- 
lowed sn 24th and 25th September, 1984 by a 
meeting of the sub-group to finalise methodologies 
of births/death rates studies and evaluation of fa- 
mily welfare studies. 
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CHAPTER XIX 


ORGANISED SECTOR AND VOLUNTARY 
ORGANISATIONS 


1.1 Lakhs of workers employed in the Organised 
sector and living in quite compact communities al 
over the country are living approached and helped 
in a sustained and systematic manner in the adoption 
and practice of small family norms. A number of 
such Ministries and establishments like Railways, De- 
fence, Labour, P&T Department etc. are provided 
funds by this Ministry to meet their expenditure for 
coordinating and promoting family welfare activi- 
ties among their employees, This includes expen- 
diture On the staff medical, para-medical and non- 
medical—employed at the headquarters and in the 
eld as also compensation money to the acceptors. 
Ministry of Labour 


2.1 The Ministry of Labour has been co-ordinat- 
ing the family welfare programme in the organised 
sector through a special cell in the welfare Wing 
of the Ministry. This Programme is being  exe- 
cuted through UNFPA/ILO assisted projects on 
population education and family welfare. Financial 
assistance to meet the expenditure on account of 
the staff of special cell is provided by the Depart- 
ment of Family Welfare. 


2.2 So far nine Projects have been encompleted— 
by INTUC, ESIC, Coal Mines Welfare Organisa- 
tion, Dhanbad, Hind Mazdoor Sabha; Employers 
Federation of India; All India Organisation of Em- 
ployers; Central Board of Workers’ Education, 
Nagpur (Phase I & II). The ninth relates to Re- 
gional Labour Management Seminars. 


2.3 The four projects at present under impjemen- 
tation have been undertaken by Textile | Labour 
Association, Ahemedabad; Indian Tea Association, 
Calcutta; State Governments of Andhra Pradesh and 
Maharashtra. These projects aim at furthering po- 
pulation education and family welfare programme 


amongst workers in the organised sector, by linking up 
the same with the clinical facilities available in the 
areas Of operation. 

2.4 The undermentioned projects on population 
education and family welfare are in the pipe-line: 


1. Employees State Insurance Corporation 
Family Welfare Project; (ESIC); 

2. All India Organisation of Employers’ Family 
Welfare Project (Phase II); 


Indian Tea Association 


3. Assam Branch 


Family Welfare of Plantation Workers 
(ABITA); 
4. Employers’ Federation of India (EFD 


Family Welfare Project (Phase-II); 
5. Central Board for Workers Education Family 
Welfare Education for Rura] Workers; and 
6. Family Welfare Education for Beedi Workers. 


7. National Cooperative Union of India 
(NCULD Projects. 


8. Coal Mining Areas Project. 
Ministry of Railways 


3.1 The Indian Railways, the largest organised 
public sector enterprise is participating in the family 
welfare programme since 1965 and at present covers 
a population of 90 lakhs railway employees and their 
families. The programme is being administered by 
the Railways as a staff welfare measure through 62 
welfare centres, 38 sub-centres, 106 hospitals and 
595 health units. 

3.2 During 1983-84, the Railways achievement in 
sterilisation has been 22271 against 23300 during 
1982-83. In the IUD, the achievement is 5545 
against 4876 during the earlier year. In regular users 
of conventional contraceptives, the achievement of 


if 
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the railways is 166111 ag against 196505 and of 
oral pills is 1830 against 1354 during 1982-83. 


3.3 Regarding MCH services, railways vaccinated 
25863 pregnant mothers, administered DPI to 
42116 children of 0—2 years and DT to 27862 child- 
ren between 3 to 8 years. Besides this, Railways 
treated against nutritional anaemia of 27445 women 
and 287334 children, 209711 children were covered 
by Vitamin ‘A® for prevention of blindness. The over- 
all picture on the aspect is very satisfactory. 


3.4 The Ministry of Railways also proposes to 
strengthen the educational and motivational drives 
through effective mass-education and media coverage. 
For this purpose, new educative materials have been 
developed. procured and distributed among the Rail- 
ways. Directives have also been issued to enlist full 
co-operation of cental and state media units for 
augmentation of the educational and motivational 
efforts . 


3.5 During the year 1984-85 (upto August, 1984) 
the achievement is: 6024 sterilisation, 2183 IUDS, 
207122 CC Users and 1798 Oral Pill users. It is 
expected that 25,000 sterlisations, 6,000 IUDs, 
170,000 uses of CC and 2,500 users of Oral Pills 
may be recorded by tthe end of the current year. 
During 1984-85 cent percent achievement is expected 
in the case of MCH services. 


Ministry of Defence 


4.1 Among the organised sector, the Armed Forces 
have been pioneers in the field of Family Welfare 
Programme. Under the programme 139 (44 Class I 
and 95 Class II Family Welfare Centres have been 
established in the Armed Forces hospitals in various 
stations under the administrative control of the three 
Services HQs and the Ordnance Factory Board, Cal- 
cutta. Class I Centres are established at stations with 
a larger population and Class II Centres at smaller 
stations. 


4.2 Armed Forces hospitals and station health or- 
ganisations combined together render to the Jawan 
and the family integrated and comprehensive health 
care covering all aspects of preventive, promotive and 
restorative services. MMCH receives special attention. 
Family Welfare Education and services constitute in- 
tegral part of health care programme. MTP facilities 
are available in all Armed Forces hospitals wherever 
a gynaecologist is available A total number of 1363 


cases Of MTP have been done from April, 1984 to 
August 1984. Non-entitled civilians are also admit- 
ted to Armed Forces hospitals for sterilisation, [UD 
and MTP, etc. 


4.3 A Post-partum cell is functioning in the Armed 
Forces Medical College, Pune. This cell provides 
inter-alia, an important field of training to the service 
medical officers. Additional staff of 19 including one 
specialist in Obs. & Gyn. of the status of the Assistant 
Professor|Reader hag been sanctioned upto the end 
of Sixth Five Year Plan. Command Hospital, 
Central Command, Lucknow has also been included as 
a type °C’ institution in the extended post-partum pro- 
gramme. 


4.4 With a view to imparting an additional impetus, 
a Family Welfare month was observed during August- 
September, 1984. During ithe month, extensive and 
intensive motivational campaigns were launched and 
vigorous efforts made to achieve maximum results. 
MCH programme was given special attention during 
the drive. 


4.5 A sum of Rs. 135.00 lakhs was allotted by 
the Ministry of Health and Family Welfare for the 
implementation of the programme in the Armed For- 
ces for the year 1984-85. Out of this, 42.28 lakhs 
have been spent during the period April 1984 to 
August 1984. The achievements in the field of family 
welfare work for the year 1984 (upto August, 1984) 
afe aS under: — 


—_—_— ~— 


% Of the 


Achieve- 
ment propor- 
tionate 
targets 
Sterilisation 6,797 54.3 
IUD 3,828 76.5 
CC Users . 17,404 44.6 
OP Users . 977 11.4 
MCH Programme 
TT (Mothers) 17,830 85.5 
I)PT .. 17,799 106.8 
DT 9,586 Re RK: 
Polio ‘ : 20,870 100.1 
Typhoid. ; : : ; 5,675 121.6 
Nutritional anaemia among mothers 52,346 209.3 
Nutritional anaemia among children 40,608 162.4 
Children (vit. ‘A’) 28,508 68.4 


—— ee 


Post and Telegraphs Department 


5.1 Fifty four P&T Dispensaries covering over 1.25 
lakh persons, are at present functional all over India 
and one more stands sanctioned. Family Welfare 
Programme is being implemented through these dis- 
pensaries and is limietd to educating and motivating 
couples for adopting family welfare methods. Moti- 
vated persong are referred to District F amily Welfare 
Service Centres of the gtate governments for service 
like vasectomy/tubectomy/IUDYC.T, etc. Various 
conventional contraceptives like Nirodh|Oral Pills 
etc. are also distributed through these dispensaries. 


5.2 The Ministry of Health anad Family Welfare 
have sanctioned Family Welfare staff for 27 selected 
P&T Dispencaries and the same is in position in 20 
dispensaries. It is proposed to have at least one 
Family Welfare official in each P&T Dispensary and 
to have a Family Welfare Cell at the Headquarters 
under charge of a gazetted officer who would super- 
vise and coordinate the work done by the P&T Dis- 
pensaries. 


5.3 Information based on the monthly reports from 
20 selected P&T Dispensaries for the period April 
1984 to October 1984 is as follows:— 


1, Total number of employees covered by the 


selected P & T Dispensaries. . é P 65,045 
2. Total number of eligible couples. io 30,913 
3. Total number of couples covered by various 
methods of Family Welfare P : : 8,965 
4. Total number of couples covered by vasectomy 
tubectomy /IUD/CT 
1. Vasectomy : ; : 98 
2. Tubectomy 267 
Sr VICE 165 
5. Total number of condoms distributed 83,846 


6. Total number of oral pills distributed 


47.700 
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Public Sector Undertakings 


6.1 Public Sector Undertakings where adequate in- 
frastructure for Family Welfare activities already 
exists continued to provide necessary facilities to their- 
employees. The Depaartment of Family Welfare 
continued to release grant-in-aid directly to Heavy 
Electricals Ltd. Bhopal and Bharat Heavy Electrical 
Ltd.. Ranipur, Hardwar for maintenance of Urban 
Family Welfare Centres ag per approved pattern of 
assistance. 


Voluntary Organisations: 


7.1 The vital role of voluntary organisations in 
promoting Family Welfare Programme in India 
has been recognised and given due importance 
from the very inception of the programme. In a 
programme calling for changes in social and person- 
ne] attitudes, perceptions and behaviours, the credibi- 
lity of voluntary workers is quite high. The role __ of 
voluntary organisations is, therefore, crucial. Grants- 
in-aid to voluntary organisations are provided through 
the State/UT Governments for running Urban Family 
Welfare Centres, Post-Partum Centres and ANM 
Training Schools. and for the scheme of sterilisation 
beds in hospitals; and directed by the Department of 
Family Welfare for the purpose of population résearch, 
for holding Family Welfare Leaders’ Camps and for 
projects not conforming to any particular pattern but 
which are viable and aim at providing nutrition, com- 
munication, educaional inputs and services or are of 
an innovative nature. The Ministry also gives 
grants-in-aid directly to the Voluntary Organisations 
when it receives any viable projects. 


CHAPTER XX 


MASS EDUCATION AND MEDIA ACTIVITIES 


1.1 For making the Family Welfare Programme 
purely voluntary in approach and a people’s pro- 
gramme in the true sense of the term, the Mass Edu- 
cation and Media activities are being given utmost 
importance and geared up to meet the requirements of 
an ever-expanding programme. While under the 
“Cafeteria Approach”, efforts are being made to make 
the supplies and services available closer to the door 
steps of the people, various methods of family plan- 
ning are being popularised through the mass media 
and inter-personal communication to help the people 
to select and practise a method according to their 
choice and needs. The pace of media outreach has 
been further accelerated with the extension of the 
television network and the coverage through broad- 
cast India. Even in the remotest corners, folk media 
as also light and sound shows, are playing an impor- 
tant role in the education and motivational process. 


1.2 A wide-spread awareness already exists about 
the possibilities of spacing or limiting births. This 
awareness ig being converted into acceptance of 
family plawning by disseminating information and 
education not only to the eligible couples, but also 
to the youth who are expected to enter married life 
shortly. This, obviously calls for both formal and 
non-formal educational approach employing the mass 
media, exfension education and person-to-person 
communication. 

1.3 The total budget allocation for the MEM acti- 
vities for the year 1984-85 is Rs. 1045 lakhs. Out 
of this, Rs. 545 lakhs are allocated for the States and 
Union Territories, while Rs. 350 lakhs for the media 
units of the Ministry of Information and Broadcasting 
and Rs. 145 lakhs for the Central projects of Mass 
Education and Media activities. 

Communication Strategy 

2.1 The strategy which we adopted for information, 
education and communication has been constantly 
reviewed, improvised and followed up with vigour. 


TAO 


2.2 The main features of the present family welfare 
communication strategy are as follows: 


(i) 


(it) 


Population communication programmes and 
family welfare services delivery go hand in 
hand. It has been realised that the de- 
mand created for family welfare services 
through the various communication pro- 
grammes must be met immediately. The 
time-lag between the two may affect the 
credibility cf the programme as a whole. 
That is why in communication programmes, 
the people have, inter-alia, to be properly 
informed about the availability of services. 


In both communication and service delivery 
programme, the emphasis is on area speci- 


fic approach. 


(iii) There is need to explain boldly and clearly 


(iv) Modern laparoscopic 


various methods of family planning to the 
Our 


the various methods to enable the people to 


potential acceptors. workers explain 


make a choice with full understanding. 


tubectomy has be- 
We 


cannot, however, afford to slip on vasec- 


come quite popular among women. 


tomy which also has the same advantages. 
Among terminal methods, vasectomy is to 
ba promoted with as much conviction and 
enthusiasm as tubectomy. For the young 
couples who have yet to complete their 
family size of two children, emphasis is on 
promoting spacing methods like Nirodh, 


Oral Pill and Copper T etc. 
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(v) Population Education is sought to be induc- 


ted in a subtle way into the regular syliabi 
at the school level. Population education 
has also been introduced in the Adult Edu- 
cation Programme, the activities of the 
Nehru Yuvak Kendras in U.P. and Bihar, 
and the Workers Education Programme, 
etc. 


(vi) Communication support is being extended 


(vii) 


(viii) There exists 


to those voluntary organisations which offer 
family welfare services. Various units jn the 
corporate and private sectors provided 
necessary assistance and guidance to pro- 
mote family welfare among their employees. 
There is need for more intensive and ex- 
tensive participation of women and _ their 
organisations in the family welfare pro- 
gramme. One wavy of ensuring this is 
through their education in the opinion lea- 
ders’ training camps, some of which are 
specially meant for women. 


One of the important functions of the media 
wings at the Central and State levels is to 
assist other departments like Rural Deve- 
lopment, Agriculture, Labour Welfare, Social 
Welfare and Cooperatives, in producing 
software which promotes family welfare as 
an integral part of their own development 
programmes. Meaningful — coordination 
with such departments which have roots in 
rural areas and many of whom operate 
through a large number of voluntary orga- 
nisations, will greatly promote the accep- 
tance of the small family norm. In this 
context, there is need to identify voluntary 
organisations which may need communica- 
tion support. A large number of opinion 
leaders’ camps are being organised under 
the aegis of Central Social Welfare Board. 
The policy is to ensure that District and 
Block Ievei Officers get involved in these 
tamps so that the proper Family Welfare 
message is conveyed to the participants. 


a complimentary relationship 
between the mass media and inter-personal 
communication. Mass Media should be 


Used to generate a climate in favour of the 
family welfare programme through dissemi- 
nation of information that adds to people’s 
knowledge and helps bring about changes 
in their behaviour. Inter-personal conimu- 
nication should interpret, explain and rein- 
force the information that has come through 
the mass media. A judicious combination 
of the two will not only convert awareness 
into acceptance but will also produce a 
multiplier effect. 


Support by Media Units of the Ministry of Informa- 
tion and Broadcasting: 


3.1 The various media wings of the Ministry of I&B 
viz. Radio, Doordarshan,DAVP,  Filmg Division, 
Song and Drama Division, Directorate of Field Publi- 
city and the P.I.B. continued to give increasing sup- 
port to the family welfare programme. Under the 
ambitious expansion programme of the Ministry of 
I&B. the Radio and TY will cover 90 per cent and 
70 per cent respectively of the Indian population by 
the end of the current financial year. A high-level 
coordination committee under the chairmanship of 
the Minister for Information and Broadcasting has 
been constituted at the Central level to coordinate, 
guide and monitor the programme to be put across 
on these media. Secretary, Health and Family Wel- 
fare, is a member of this Committee and he has been 
asked to suggest suitable success|human-interest sto- 
ries covering various aspects of health and family wel- 
fare so that producers of Doordarshan and Akash- 
wani and the Press Information Bureau could produce 
suitable programmes and news stories on the basis 
of such material. The first few instalments of such 
Stories have already been supplied to the Ministry of 
I&B. Since it is an on-going activity, the State 
MEMOs have also been requested to transmit regu- 
larly such stories from the field. 


3.2 AIR: The AIR Stations broadcast on a ave- 
rage 6000 items directly promoting family planning, 
each month. Family planning messages interwoven 
into various other programmes, including special 
audience programmes and jingles through commercial 
publicity channels, were also broadcast on the AIR 
network. Several stations continued their fixed-time 
programmes on family welfare. The allocation to 
AIR out of the family welfare budget during 1984-85 
was Rs. 40 lakhs. 


3.3 Doordarshan: All the Doordarshan Kendras 
have been telecasting family welfare programmes in 
various forms from time to time. “Fillers” promo- 
ting family welfare are also a regular feature. To 
the commercial spot on T.V. promoting Nirodh has 
been added another spot popularising spacing methods 
in general. A regular twice-weekly health and family 
welfare programme entitled “Jaan Hai Jahaan Hai” 
which was started from Delhi on 3rd August, 1983, 
was continued. In Julv 1984, Doordarshan intro- 
duced the ‘Hum Log’ soap opera, which has since 
gained wide popularity. Health and Family Welfare 
subjects are also covered in this popular family 
drama. Health and family welfare ig also being pro- 
moted under the Indian National Satellite (INSAT) 
Project. The allocation of Doordarshan out of the 
F.W. budget during 1984-85 was Rs. 100 lakhs. 


3.4 DAVP: The DAVP arranged exhibitions at 
various centres throughout the country. Special at- 
tention was given to the places of intensive multi- 
media campaigns. An exhibition was organised at 
Bangalore on the occasion of a Women’s Conference 
to educate and motivate the visitors. The DAVP 
was allocated Rs. 130 lakhs during this year for the 
programme undertaken by them which includes prin- 
ting of publicity and motivational material, outdoor 
publicity, Radio and T.V. commercial advertise- 
ments. 


3.5 Song and Drama Division: It was through the 
Song and Drama Division of the Ministry of Inter- 
mation and Broadcasting that the family welfare edu- 
cational and motivational activities were taken to the 
peripheral level. With the help of folk songs, dramas, 
dances etc., the two-child norm was propagated. The 
Song and Drama Division has been given a sum of 
Rs. 45 lakhs to extend support to the F.W. Pro- 
gramme through its own troups and registered parties. 
Over 15,000 programmes are expected to be orga- 
nised during the year either directly by the Division 
or through the help of the Directorate of Field Publi- 
city and the State Mass Education and Media Units. 
The sound and light programmes on the theme of 
family welfare have also been organised in parts of 
Madhya Pradesh, Uttar Pradesh, Haryana and Bihar. 


3.6 Films Division: The Films Division of the Min- 
istry of Information and Broadcasting has 74 short 
films and quickies at various stages of production du- 
ring the year 1984-85. The target is to exhibit fami- 


142 


ly welfare films every week in all the cinema theatres. 
Prints are also provided to mobile units functioning 
under ‘the Directorate of Field Publicity and the States 
having 16 mm projectors. Prints of films are also 
being provided for Super 8 mm projectors to selected 
field units. The emphasis is on popularising the 
small family norm and explaining various F.P. me- 
thods, besides the facilities available under child and 
maternal health care. The budget provided to the 
Films Division for the year 1984-85 was Rs. 80 
lakhs. 


3.7 Field Publicity: Besides the 30 Field Publicity 
Units being financed out of the Family Welfare 
Budget, 227 other units are also promoting family 
welfare. On an average, each Unit organises about 
25 film shows and other field programmes in a month. 
In order to enable some of these units to handle group 
situations, apart from mass meetings, the use of super 
8 mm projectors is also being made. The budget for 
field publicity for the year 1984-85 is Rs. 42 lakhs. 


3.8 Press Information Bureau: This organisation 
commissions special features articles on subjects con- 
nected with family welfare and publicises them 
through newspapers and journals all over the country. 
Field visits of journalists representing national and 
regional papers are also arranged by PIB for the cove- 
rage of family welfare activities. PIB has been pro- 
vided a sum of Rs. three lakhs in the F.W. Budget 
for the year 1984-85. 


3.9 Central MEM Projects: The Mass Education 
and Media Division of the Department of Family 
Welfare designs the strategy of the programme, deve- 
lops prototypes, plans and coordinates the activities 
and prepares annual plans and work schedules to be 
carried out by various agencies. During the year 1984- 
85, a number of new projects were taken up. These 
include multi-media motivations-cum-service cam- 
paign in Gorakhpur District of Uttar Pradesh and 
development of Family Welfare Serial (Soap opera) 
programme on radio and television. 


3.9.1 Special Area Projects which are being under- 
taken through international agencies are also being 
provided mass education and media support to meet 
the specific requirements of the people in the project 
areas. 


Serer 


ae 


te 


% 
y 
, 
¢ 


g 
A 
, 
5 


: io See be aed 
> seo iSins hee exited re 


wed 


Bid ' fi ie ast uh. ae 


‘w 


7 ¥ > 


(niyretls al} OVEr 


€ - ‘SE 
. 


143 


3.9.2 The Ministry is also working as a_ nodal 
agency for organising the population education and 
adult education activities pertaining to family welfare. 
Tt has been extending all-out monetary and technical 
Support to the Ministries of Education and Social 
Welfare. 


3.10 Mass Mailing Unit: The Mass Mailing Unit 
continued to provide the needed support to the com- 
munication strategies adopted to popularise the family 
welfare programme. With a view to catering to the 
specific audience groups including voluntary organisa- 
tions and medical practitioners, suitable informational, 
motivational, educational and technical literature was 
compiled, edited, designed, produced and mailed to 
concerned categories in the shape of mailers, folders, 
posters and proto-type advertisement designs. 


3.10.1 The Unit continued to publish its two mon- 
thly journals ‘Centre Calling’ in English and ‘Hamara 
Ghar’ in Hindi and one quarterly publication ‘Jan 
Swasthya Rakshak’ in Hindi. 


3.10.2 Besides the journals the MMU published 
three folders-two based on the inspiring speeches of 
the late Prime Minister, Smt, Indira Gandhi, entitled 
(i) We stand Committee to Family Planning; and 
(ii) Improving the Quality of Life. A manual for 
medical personnel entitled ‘Laparoscopic Technique 
of Female Sterilisation’ was also published. The Unit 
also produced campaign material including posters 
and hand-bills, for the Directorate of Health and 
Family Welfare, Delhj Adminitsration., 


3.10.3 The Unit has an address library of over 
1.1 million addresses, A special effort was made to 
expand its out reach by inclusion of additional cate- 
gories of opinion leaders, The existing lists were also 
revised and updated. 


3.10.4 On the Distribution side, the Unit was_ en- 
trusted with the task of handling the despatch of all 
publications-nearly two lakh copies of the Rural 
Health Division. These publication in the shape of 
Manuals and Guidelines, are addressed to the field 
staff at the grass-roots level such as Village Health 
Guides, Male and Female Multipurpose Workers, 
Block Extension Educators, etc. In addition to this, 
mailing of information booklet on facilities provided 
under the Central Government Health Scheme was 
also handled. In all, the unit handled nearly 28 lakh 
despatches. 


3.11 Extension Education: Extension Education: 
Under the overall umbrella of general awareness pro- 
vided by the Mass Media, extension education ap- 
proach continues to be important for actual accep- 
tance of family planning by eligible couples. Consi- 
derable attention is, therefore, being paid to the linka- 
ges of the Family Welfare Programme with other 
developmental activities, particularly in the field of 
agriculture, rural re-construction, labour, education, 
social welfare and cooperation, etc. Population Edu- 
cation has been inducted into the various training 
courses conducted under the National Adult Education 
Programme, Workers’ Education Programme and the 
Industrial training Institutes, etc. The theme is also 
part of the training course of National Service Volun- 
teers and Youth Coordinators of the Nehru Yuvak 
Kendras in Uttar Pradesh and Madhya Pradesh. 
Efforts are also being made to integrate population 
education with the activities of the cooperatives in 
the country. 


3.11.1 The Family Welfare Orientation Training 
Camps for opinion leaders are an important plank of 
Extension Education Strategy. So far, over 2,40 lakhs 
such camps have been organised in the country with 
an approximate participation of 96 lakh individuals 
with considerable social influence. During 1984-85, 
50,000 such camps are proposed to be held. 


3.11.2 Steps are being taken to implement the 
recommendations of a task force regarding — training 
programmes for the Block Extension Educators. Sets 
of visuals contained in the special kits prepared last 
year for the Block Extension Educators are being sup- 
plied to 36,000 field workers at the peripheral] level. 
The workers will use them as aids for education and 
motivational purposes. 


3.12 Population Education: The National Popu- 
lation Programme Foundation Courses: 


3.12.1 At the University level, population educa- 
tion activities have been geared up. The Indian Uni- 
versity Association for Continuing Education organis- 
ed four regional workshops for promotion of popula- 
tion education in the various universities and colleges. 
Population education clubs are also being organised 
in the universities on the pattern initiated in the Uni- 
versity of Delhi. A two-year pilot project is being 
financed by the Ministry of Health and Family Wel- 
fare for adult, continuing and extension education in 
20 colleges of Delhi University. 
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3.12.2 The populaion education activities are also 
being pursued through tho Central Board of Workers’ 
Education which has produced a substantial amount 
of material on population education. Besides, popula- 
tion education has been integrated in the syllabus of 
the training and apprenticeship and craftsmanship 
courses conducted at the industrial training institutes, 
numbering about 1200, in the country. The organisa- 
tions working at the peripheral level for coalinine 
workers and tea plantation workers have also come 
forward in a big way for adopting population educa- 
tion to popularise the small family norm. During the 
year, effective linkages have been established with 
various developmental programmes pertaining to 
social welfare, labour, adult education and — sports. 
The approach adopted by the Ministry of Health and 
Family Welfare has been to solicit active participation 
from all the Ministries in the field of population edu- 
tion and for popularising the smali-farniiy norm. The 
allocation to the Ministry of Education and Culture 
and the Department of Sports out of the F.W. budget 
during 1984-85 was Rs. 5 lakhs. 


3.13 Media Coordination Committee 


In order to gear up the media outreach through all 
central media for propagation of family planning, a 


committee under the chairmanship of the Secretary, 
Ministry of Health and Family Welfare, has been re- 
viewing the activities and suggesting the course ol 
action. In this committee, the media heads of the 
I&B Ministry and the Media Officers of the Depart- 
ment of Family Welfare review, revamp and reinforce 
the media support to the programme on the experi- 


ence gained in the implementation of the programme. 
3.14 State MEM Conference: 


The State MEM Oificers’ Conference, held on 27th 
and 28th July, 1984, discussed the Information, Edu- 
cation and Communication (1.E.C.) strategy tor the 
heaith and family welfare programme in the States. 
They inade many recommendations, some of which 
have already been examined for feasibility of imple- 
mentation. The consensus has been that while we 
publicise the two-child norm, information about the 
services should also be made available to the periphe- 
ral and the beneficiaries should be educated about the 
MCH services and the fecilities for adopting family 
planning methods. 
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CHAPTER XxXI 


Performance 


Performance during the year 1983-84 In 1982-83) the 


1.1 The year 1983-84 recorded a great improve- million, 


ment in the performance of the family planning pro- 
gramme, overshadowing the substantial improvemeut 
already recorded the precednig year 1982-83. In all 
the spacing methods, viz., IUD, Conventional Con- 
traceptives and Oral Pills, 1983-84 recorded the 
highest performance figure so far and in sterilisation, 
the second highest. The total number of acceptors 
of different family planning methods in 1983-84 was 
of the order of 14.87 million, the all-time record 
figure in any year since inception of the programme. 


Over the last year. 


for the year 
below:— 


Targets for 1983-84 and Comparative Performance During 1983-84 and 1982-83 


1983-84 is 


corresponding 
Method-wise, the number of 
acceptors went up by 13.8 per cent IUD acceptors 
by 94.3 per cent, conventional contraceptive users by 
32.9 per cent and oral pill users by 202.9 per cent 


figure 


was 11.03 
sterilisation 


1.2 The performance in respect of different family 
planning methods during the year 1983-84 as com- 
pared to 1982-83 ag well as in relation to the targets 
summarised in the table 


(Figures in million 


SI. Method Targets Achievements 
No. 2 > ie eC hae Ee ae echioge. 
1983-84 1983-84* 1982-83 in perfor- ment££ of 
mance in annual target 
1983-84 for 1983-84. 
over 1982- 
83 
1 2 3 4 5 6 7 
i Sterilisation 5:90 4: 53 3°98 (4) 14:8 76:8 
(a) Vasectomy . 0: 66 0:58 (+) 12:9 
(b) Tubectomy 3: 87 3-40 (+) 13-9 
2 IUD 2:50 2: 13 1:10 (4+) 94:3 ax 
3. Other Methods 
(Eq. Users) 
(a) C.C. Users 9-00 8-21 5-95 (+) 38-1 91-3 
(i) Free Dist. Scheme 4:00 3-89 2:43 (+) 32:9 96:9 
(ii) Commercial Scheme 3°90 3°77 3°34 (+) 13:0 96:7 
(b) Oral Pill Users . f j : : . : 1-10 0: 55 0:18 (+) 202-9 50:4 
Total Acceptors 14°87 11:03 (+) 34°9 


* Figures Provisional. 
££Worked out on the basis of absolute figures. 
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1.3 Performance durnig 1984-85 (April 1984 to 
November, 1984). 


The table below summarises the position upto 
November, 1984 in relation to the corresponding 
period of last year as well as to the targets for the 
current year. During the period under review, the 


number of IUD insertions went up by 33.5 per cent 
over the corresponding period of last year. Similarly, 
conventional contraceptives (free distribution) and 
oral pill usage was up by 6.0 per cent and 74.9 per 
cent respectively. However, there has been some drop 
in sterilisation performance and commercial distribu- 
tion of Nirodh. 


Targets for 1984-85 and Achievements During 1983-84 and 1984-85 


Si. Methods 


(Figures in million) 


Targets Achievements£ Percentage* Percentage 
No. (1984285) Po tae, a elses ee antpesfor~ ) “achieves 
1984-85 1983-84. mance in ment of 
eet a a ele 1984-85 annual tar- 
(April to (Correspon- over gets for 
Nov. 1984) ding period) 1983-84 1984-85 
1 : 3 4 5 6 7 
Sterilization 5.86 1:90 206 ae T'S 32:3 
2 IUD Insertions 315 1-14 0-86 (+) 33.5 35-9 
3 C.C. Users* (Eq.) 
(i) Under Free Distribution Scheme+ 5-50 3-38 3:19 (4+) 6:0 61-5 
(ii) Under Commercial Distribution Scheme +- . 4.50 2.63 DOO eee OS 58.4 
4 Oral Pill Users+- (Equivalent) 1.00 0.44 0.25 (+) 74.9 44.3 


£ Figures provisional 


* Worked out on the basis of absolute figures. 


+ Achievement figures relate to the period April, 1984 to October, 1984. 


A detailed method-wise review is given 
following paragraphs. 


in the 


Sterilisation Programme 


2.1 Performance during 1983-84 as compared to 
1982-83: 


During 1983-84, 4.53 million sterilisation opera- 
tions (provisional figures) were performed as against 
3.98 million in 1982-83, registering an increase of 
13.8 per cent. Whereas tubectomy operations show- 
ed an increase of 13.9%. the vasectomy operations re- 
corded an increase of 12.9 per cent of the 3.42 million 
tubectomy operations performed during 1983-84 for 
which technique-wise break-up was available, about 
52.2 per cent were done by laparascopic technique. 
Al! the States|Union Territories except Gujarat, Naga- 
land, Uttar Pradesh and Delhi showed improvement 


in sterilisation performance during 1983-84 as com- 
pared to that in 1982-83. 

2.2 In relation to the target at all India level, 
achievement during 1983-84 was 76.8 per cent. 
Assam, Maharashtra, Punjab, Tamil Nadu and 
D&N Haveli. Delhi and Pondicherry exceeded their 
targets. Gujarat, Haryana, Himachal Pradesh, Kerala, 
Sikkim, West Bengal. A&N Islands, Arunachal Pra- 
desh, Chandigarh and Mizoram achieved over 75 per 
cent of the targets during the year under review. 

2.3 Provisional and incomplete figures for the 
period April-November, 1984 showed that a totai 
of 1.90 million sterilisation operations were performed 
during the period as against 2.06 million during — the 
corerspondnig period of the last year 1983-84. 15 
States/U.Ts. showed improvement in sterilisation per- 
formance over the previous year, In relation to 
annual target, the achievement was 32.5 per cent at 


PERCENTAGE 
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¢ AS ON 31st. MARCH OF THE YEAR 


national level during the period under review. Andhra 
Pradesh, Assam, Gujarat, Haryana, Karnataka, 
Kerala, Maharashtra, Manipur, Nagaland, Punjab, 
Sikkim, Tamil Nadu, A&N Islands, Arunachal Pra- 
desh, Chandigarh, D&N Haveli, Delhi, Goa, Daman 
& Diu, Mizoram and Pondicherry achieved more than 
30 per cent of the annual target. 


i.U.D. Programme 


3.1Progress during 1983-84 as compared to 1982-83: 

During 1983-84, a total of 2.13 million TUD in- 
sertions were done as compared to 1.10 million in 
1982-83, showing an increase of 94.3 per cent. Of 
the IUD insertions for which break-up by loop or 
Cu “IT” was available, 1.73 million were Cu ‘T’ in 
sertions as against 0.64 million in 1982-83, register- 
ing an increase of 171.7 per cent. The proportion of 
Cu ‘T’ insertions to total IUD insertions was 8.12 per 
cent in 1983-84 as compared to 58.0 per cent in 
1982-83. In IUD, all the States|UTs except Jammu 
& Kashmir, Manipur, A&N Islands and Delhi, had 
done better in 1983-84 than 1982-83. Targets were 
Over-reached by Haryanal, Maharashtra, Nagaland, 
Punjab, Sikkim, A&N Islands, and Chandigarh, Hima- 
chal Pradesh, Madhya Pradesh, Arunachal Pradesh, 
Mizoram, Pondicherry and Ministry of Defence 
achieved over 75 per cent of the targets. In relation 
to targets, the achievement at national level was 
S5.2per cent, 


3.2 Progress during 1984-85 (April to November. 
1984) 


1.14 million IUD insertions were done during the 
period April—November, 84 and this was 33.5 per 
cent higher than the achievement during the corres- 
ponding period of last year. All the States|UTs. 
except Assam, Bihar, J&K, Maharashtra, Tripura, 
West Bengal, A&N Islands. Arunachal Pradesh, Goa, 
Daman & Diu, Mizoram and Pondicherry showed im- 
prevement in their performance during the period 
under review over the last year. Among these Andhra 
Pradesh, Gujarat, Haryana, Himachal Pradesh. 
Madhya Pradesh, Nagaland, Orissa. Rajasthan, Tamil 
Nadu, Uttar Pradesh and D&N Haveli recorded 
marked increase in performance. In relation to tar- 
gets, achievement at all India level has been 35.9 
per cent of the annual target. Haryana, Himachal 
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Pradesh, Nagaland, Punjab, Sikkim, A&N Islands and 
Pondicherry have already achieved 50 per cent < 
more of the annual targets so far. 


Conventional Contraceptievs: | . 


4.1 Progresg during 1983-84 as 


1982-83: 


compared to 


During 1983-84, a total of 560.45 million pieces 
of condoms (including those under commercial scheme 
and direct sale to public by the manufacturers). 1133 
diaphragms, 39590 jelly|cream tubes and 5072 foam 
tablets were distributed. This works out to 7.66 
million C.C, Users as against 5.77 million enrolled 
during 1982-83, thereby registering an increase of 
32.9 per cent. All the States);UTs. except Assam, 
Himachal Pradesh and Nagaland showed improve- 
ments in 1983-84 over the previous year under free 
distribution scheme. Actually, 97.2 per cent of the 
target for C.C. Users was achieved under free distri- 
bution whereas in case of commercial distribution 
scheme, achievement was 96.7 per cent. Waryan 
Maharashtra, Manipur, Meghalaya, Orissa, Punja! 
Rajasthan, Sikkim, Uttar Pradesh, Arunachal Pradesh, 
Chandigarh, D&N Haveli, Goa, Daman & Diu anu 
Lakshadweep exceeded their targets under free distri- 
bution scheme. 


4.2 Progress during 1984-85 (April to October, 
1984): 


During April-October, 1984, 251.34 million pieces 
of Nirodh (including those under commercial scheme), 
563 diaphragms, 13156 jellylcream tubes and 4,061 
foam tablets were distributed. This works our 6.01 
million CC, Users as against 6.06 million for the 
corresponding period of last year. The free distribu- 
tion scheme registered an increase of 6.0] per cent 
over the last year. Achievement in free distribution 
upto October, 1984 was 61.5 per cent of the annual 
target and in case of commercial distribution 58.4 
per cent. 


Oral Pills 


S.1 Progress during 1983-84 as compared to 


1982-83 : 


During 1983-84, a total of 7.21 million oral pill 
cycles were distributed, giving 0.55 million users of 
oral pills as against 0.18 million in 1982-83. showing 


I 


an increase of 202.9 per cent, However, 50.4 per 
cent of the annual target could be achieved during 
the year. As of March, 1984, there were 9,308 PHCs 
(including sub-centres where such facilities are availa- 
ble) in rural areas and 2,848 urban centres distribu- 
ting oral pills besides 21 centres for which rural? 
urban break-up is not available in the country. 


5.2 Progress during 1984-85 (April—October, 


1984): 


Provisional and incomplete figures indicate that 
3.34 million oral pill cycles have been distributed 
upto October, 1984, resulting in 0.44 million equiva- 
lent O.P. users which are 74.9 per cent higher than 
in the corresponding period of last year. This achieve- 
ment comprises 44.3 per cent of the target for the 
year. 


Couples Protection 


6.1 About 36.44 million couples (29.4 per cent of 
the total eligible couples in the reproductive age- 
group whose wives were in the age-group 15-44 
years) were effectively protected against conception 
by one or the other approved family planning methods 


Maternal and Child Health Prog:amme: 


40 


as of March, 1984. Of these, 23.7 per cent were 
protected by Sterilisation alone. 


6.2 The States|Union Territories of Andhra Pra- 
desh, Gujarat, Haryana, Himachal Pradesh, Kerala, 
Maharashtra, Orissa, Punjab, Tamil Nadu, Chandi- 
garh, Delhi and Pondicherry have protected higher 
percentage of couples than the all India percentage 
(29.4 per cent). ae 
Medical Termination of Pregnancy (MTP): 

7.1 In 1983-84, a total of 518,608 terminations 
were done as compared to 516,142 in 1982-83, 
thereby registering an increase of 0.5 per cent. 

7.2 During 1984-85 (upto September, 
201,724 terminations were done as compared 


194,534 done in the corresponding period of 
year, showing an increase of 3.7 per cent. 


1984) 
to 
last 


7.3 Since the inception of the programme in 1972, 
3.64 million terminations have been done upto Sep- 
tember, 1984. 


7.4 At the end of March 1984, in all 4,553 insti- 
tutions were rendering MTP services as compared to 
4,170 at the end of March 1983, 


8.1 The figures of performance for the year 1983-84 and 1982-83 are summarised in the Table below: 


Targets under MCH Programme during 1983-84 and performance during 1983-84 and 1982-83 


AS ee re ee ee 


(Figures in ‘000’s) 


ee 
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Activity Target for Achievements£ Percentage Percentage 
1983-84 Sea —~-  Increase(++-) Achieve- 
1983-845 1983-84@ or decrease ment of 
—) of per- annuals 
formance 
in 1983-84 
Over 
1982-83 
1 2 3 4 ~ 6 t 
A. Immunisation 
(i) Tetanus Immunisation for expectant mothers 11,500 8,149 7,640 (+) 7:3 71-3 
(ii) DPT Immunisation for children 14,500 11,127 10,342 (+) 7.6 76°7 
(iii) DOT Immunisation for Children 13,000 10,527 10,250 (+) 2-7 81-0 
BK. Prophylaxis against Nutritional anaemia among 
(i) Total Women 12,000 17,179 15,966 (-+) 7:6 144-4 
(ii) Children 12,000 16,032 14,349 (+) 11-7 134: 7£ 


Ce ee Saw, Atle idpennernienenemeeenneteneon “i 
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FIGURES IN TH OUS ANDS 


ad va fy HMO FOP A HHT 1983-84 wa 
1984-85 TY (SaER 1994 TA ) ea Ta aay 
2Ue HIEVEMENTS UNDER ™ C.H. PROGRAMMES 


DURING THE YEARS 1383-84 AND 1984-85 
FIGURES UP TO ocT.E¢ 


IMMUNISATION 
(Fy 1984-85 
7 
6 
5 
i 
3 
2 
1 
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2 a 4 5 6 7 
C. Prophylaxis against Blindness due to Vit. A defieicney 
Ist Dose . 25,000 16,938 19,0090 savant: 3 67:8 
Polio 7,500 7,940 4,547 (+) 74.6 105.9 
E. Typhoid 10,000 6,169 3U2Z1- GE) 22.9 61.8£ 


$ Based on incomplete data, 
@ Excluding corresponding figures in respect of St 


ates/UTs which have not reported for some month(s) in 1983-84, 
£ Worked out after excluding the target of those s 


tates/UTs for which performance figures were not available. 


8.2 It may be seen from the above tiat at all-India Prophylaxis against blindness due to Vitamin ‘A’ defi- 
level targets could be achieved for the year 1983-84 in ciency) showed improvement in 1983-84 over the 
respect of prophylaxis against nutritional anaemia previous year. 
among women and children and Polio. The perfor- : 
oa in respect of all the MCH aetivities ae t ue pettotmance under MCH SPOgTann? aoe 

*E . ic c P 1984-85 (upto October, 1984) is given below: 


Targets under MCH Programme during 1984-85 and Achievement during 1983-84 and 1984-85 


(Figures in 000’s).. 


(“un logatee eek Bice eae es a Le TR aaa aS pi Rced — 
Activity Achievements * Percentage£ Percentage 
Targets for —...__- 2. 1s Ticreacel--) Aehinye. 
1984-85 1984-85 1983-84 or Decrease ment of 
(April to (Corréspon- (—) of per- Annual 
Oct., 84) ding formance Target££ 
period) in 1984-85 
as compar- 
ed to 
1983-84 
1 2 3 4 5 6 7 
A. Immunisation 
(i) Tetanus Immunisation for expectant mothers . 13,026 4,133 3,788 (+) 9.1£ S157 
(ii) DPT Immunisation for children : 14,506 4,987 4,843: + dee 222k 34.4 
(iii) DT Immunisation for children ; , ; 13,060 4,561 4,695 (—) 3.5 34.9 
B. Prophylaxis against Nutritional anaemia among 
(i) Total Women . , F ‘ : 13,000 8,454. 7,916..(+). 6:6 65.1 
(ii) Children ; : ; 13,000 7,878 6,908 (+) 13.9£ 60.6 
C. Prophylaxis against Blindness due to Vit., ‘A’ deficiency 
Ist Dose . : ’ : ; ; 27,000 13,155 9,357 (+) 40.6 ot ar 
D. Polio Wl Matancera optineis 12,000 3,577 ye eee 29.8 
JS in ee 11,000 2,886 2,085 (+) 38.3 26 3 


* Figures provisional. 
£ Excluding the states for which the corresponding figures are not available. 
££ Worked out after excluding targets in respect of States/UTs for which performance figures have not been received. 
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9.3 The performance in respect of all the MCH ing the period under review as compared to the cor- 
activities (except DT) have shown improvement dur- responding period of last year. 


See CHAPTER XXII 


International Assistance and Area Development Projects 


1.1 A number of international agencies like the 
World Bank, UNFPA, WHO, DANIDA, ODA, SIDA, 
NORAD are assisting India in the form of cash, com- 
modities etc., for accelerating the pace of its Family 
Welfare Programme. Such assistance for specific pro- 
jects and purposes is governed by agreements bet- 
ween India and the donor agencies. This chapter 
presents a brief account of the Area Projects assisted 

, some of these agencies. 


‘ea Projects : 


2.1 To give a fillip to the National Family Welfare 
Programme, particularly in the backward areas of 
the country, 63 districts in 14 States (as per list 
attached) have been taken up for intensive develop- 
vent of Health and Family Welfare infrastructure and 
‘Xpansion and upgradation of services in five area 
“rojects with partial assistance from DANIDA, ODA 
(U.K.), UNFPA, USAID and World Bank. These 
projects are designed to increase and strengthen in 
about five years, facilities and manpower for delivery 

Health and Family Welfare services in an integrated 

‘aner to reach a level that will ultimately be reached 

the entire country over a much longer period. The 
upjectives of these projects are reduction of fertility 
and reduction of maternal and child mortality. 


This will be achieved by:— 


(i) Expandnig the Health Care delivery system 
both quantitively and qualitatively by pro- 
viding one Health Guide and one trained 
Dai in every village (1,000 population). One 
sub-centre will be provided for every 5,000 
population and will be manned by one 
female MPW. For every four male and 
female workers, there will be one male 
supervisor, one female supervisor under 
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(i) 


this project. Additional manpower will be 
given basic training and the existing staff 
will be provided with inservice training 
for upgrading their skills. 


Construction of a sizeable number of sub- 
centres with quarters for MPW (F) and 
H.As., (F) within the village to ensure 
regular service as well as security to the 
female workers, construction of certain 
numbers of R.F.W.Cs, upgraded PHCs 
with operation theatre and 10 bed ward, 
quarters for medical and para medical staff 
of some PHCs as well as hostel for 
MPWs(F) training schools. Provision of 
operation theatres in some of the PHCs, 
etc., forms a major input of these projects. 


(iti) Improving the professional and manager- 


(iv) 


(v) 


ial skill of doctors of PHCs, supervisory 
district staff as well as para medical per- 
sonnel through proper training at appro- 
priate institutions so that the available re- 
sources can be utilised properly. 


Education 
system by proper 


Improving the Information 
and Communication 
training of extension staff like district 
media officers, district extension educa- 
tors and the block extension educators in 
appropriate institutions followed up by re- 
fresher courses. 


Evolving an appropriate Management In- 
formation and Evaluation System 


(M.I.E.S.) for concurrent evaluation of 
the programme of the peripheral unifs 
so that the deficiencies can be rectified by 
taking appropriate measures. 


Uther Highiights : 


Civisage a baseline Survey to be uader- 
iaken ai ine beginning of ine projects and 


ai end line survey ai tiie end of the pro- 


jecis so that the eifect of the project in- 
puis cai be evaiuated. 


Gi) Funds are also provided for undertaking 
properly designed ‘innovative Research 
Studies’ and projects ihe results of which, 
if favourable, wili enable the State to ex- 
tend it to other districts. 

(iii) The project period is of 5 years’ duration 

following which the States will have to 

bear the cost of the expanded services. 


World isan Assisted Area Project ;: 

4.1 six districts of Uiiar Pradesh aud three dis- 
tricts of Andhra Pradesh have been taken up with 
Partial assisiance of ine Worid bank (UirP-il) at a 
base cost of Ks. 064.20 ciores approximately 
(Rs. 82 crores approximately inciuding contingen- 
cies). Out of this, Rs. 46 crores approximately will 
be the World Bank assistance. ie Project iu both 
the States started from April, 1980. Another Pro- 
ject in six districts of Karnataka and four districts 
of Keraia has been iniroduced w.e.f. April, 1984, 
with the assistance of the Worid Bank (IPP III) at 
a base cost of Rs. 94.93 crores (Rs. 120.43 crores 
approximately including contingencies) out of which 
Rs. 70 crores approximately will be the World Bank 
assistance. A project for West Bengal is being nego- 
tiated with the Base and is expected to be taken 
up during 1985-86. 


DANIDA Assisted Area Project: 


5.1 Eight districts of Madhya Pradesh and two 
districts of Tamil Nadu have been taken up with 
partial assistance of DANIDA at a total cost of 


ayy 8S. 31.70 crozes out of waicu Rs. 27.15 crores ap- 
Sf Ci) Bie the Purpose of evaluation, the projecis zi) proxumately wul be ihe conizibuiion of DANIDA. 
dhe Project works in iviadaya rradesh aad iamil 


INadU Were Slaricd on ist November, i981. 


U.is. (UA) Assisied Area royect ; 


0.1 Five disiricis of Urissa nave been taken up 
under the Area Project assisied by Overseas Deve- 
iopment Agency (ODA) of U.K. w.e.. August, 1980 
at a base cosi of Rs. 29.54 crores Uixs. 39.42 crores 
iciuding contingencies), out of which Rs. 18.27 
crores approximately wiil be the U.K. contribution. 


UNiPA Assisted Area Project ; 


7.1 Four disizicts of Rajasthan and 11 districts 
of Bihar have been taken up with the partial assis- 
tance of UNFPA ait a total cost of Rs. 69.66 crores 
oui of which Rs. 60.79 crores will be the UNFPA 
contribution. The Project in Rajasthan commenced 
from July, 1980 and in Bihar from January, 1981. 


USAID Assisied Avea Project: 


8.1 Three districts each of Punjab, Haryana, 
imachai Pradesh and Maharashtra and two dis- 
iricts Of Gujarat have been taken up under the 
USAID Assisted Area Project at a base cost of Rs. 
40.51 crores (Rs. 51.79 crores approximately inclu- 
ding contingencies) out of which Rs. 40 crores ap- 
proximately will be the contribution of USAID. The 
Project commenced from August, 1980. 


8.2 The Projects in the States of Andhra Pradesh, 
Utiar Pradesh, Orissa and Rajasthan will terminate 
in 1985-86. The Projects in States of Punjab, Hary- 
ana Himachal Pradesh, Gujarat and Maharashtra 
will terminate on 29-9-1986 and in the States of 
Madhya Pradesh and Tamil Nadu on 31-10-1986. 
Yhe progress made under training and construction 
programme by the various States as on 30-6-1984 is 


given at Appendix 2 and 3. 


COMMUNITY HEALTH wack Be 
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List of States and Districts covered under various Area Projects 


WORLD BANK DANIDA UNFPA U.K. 


Andhra Pradsh 1. Anatapur —- =. a et 
2. Chittoor 
3. Cuddapah 


Bihar — 


— 1. Monghyr “ or 
2. Santhal- 
Pargana 
3. Saharsa 
4. Purnea 
5. Bhagalpur 
6. Khagaria 
7. Katihar 
8. Madhepura 
9. Sahibganj 
10. Godda 
11. Deogarh 
Karnataka 1. Belgaum _ — — — 
2. Bijapur 
3. Gulbarg 
4. Bidar 
5. Raichur 
6. Dharwar 
Gujarat _ — —_ os 1. Pancb Mahal 
2. Bharuch 
Haryana os — — — 1. Bhiwani 
2. Sirsa 
3. Mohindergarh 
Himachal — —_ — —- 1. Kangra 
Pradesh 2. Hamirpur 
3. Sirmur 
Madhya 1. Sagar hi =. wi 
Pradesh 2. Tikamgarh 
3. Gwalior 
4. Morena 
5. Sivpuri 
6. Guna 
7. Bhind 
8. Datia 
Kerala 1. Wynad — = a »* 
2. Idukki 
3. Malappuram 
4. Palghat 
Maharashrtra — _ ~ — 1. Osmanabad 
2. Parbani 
3. Latur 
Orissa —_ — —- I. Cuttack — 
2. Ganjim 
3. Kalahandi 
4. Puri 
5. Phulbani 
Punjab aa 22 as — 1. Bhatinda 
2. Faridkot 
3. Sangrur 
Rajasthan — — 1. Bharatpur Kaa #. 
2. Sawai Madhopur 
3. Kota 
4. Dholpur 
Tamil Nadu — 1. South Arcot = ies 
2. Salem 
Uttar Pradesh !. Deoria _ = ais 
2. Ghazipur 
3. Mirzapur 
4. Varanasi 
5. Basti 


6. Azamgarh 


Foaition of various categories of personnel trained appointed till June, 
a-vis the Project Target 


S. 


No. 


rH. 


10 


Appendix 2? 


1984 since the inception of the project vis- 


Activity Uttar Pee Andhra Pradesh Orissa Madhya Pradesh 
Project Achie- é Project hieye. Project = sAchiores Project S Achisie. 
Target vement Target ment Target ment Target ment 
. Addl. CHVs to be trained 5,805 5,854 3,411 2,850 6,444 6,160 5,303 4,347 
. Dais to be trained 2,801 6,378 4,800 2,997 17st? 6,173 8,759 3,072 
. ANMS to be trained 2,078 1,140 600 645 LHS 136 726 16) 
. Male MPWs to be trained 447 387 19% 
: LHVs to be trained 141 67 346 230 242 24 
. Male Health ea kes tehg 
trained . 118 115 55 
- ANMs to be appointed Eas 1,397 557 557 1,389 675 726 326 
. Male MPWs to be appointed 902 447 
. LHVs to be appointed 487 438 141 100 346 177 242 61 
. Male Health Assistants to be 
appointed DPB: 118 
PHCs to be upgraded 34 26 10 30 25 14 
Activity Tamil Nadu Rajasthan Bihar Punjab* 
Project = “Reha Brower a Achieve: Project . es Project = ee | 
Target ment Target ment Target ment Target ment 
. Addl. CHVs to be trained 2,603 2,578 19,910 2,210 3,426 2,279 
. Dais to be trained 3,256 1,464 Pn 1,891 19,910 19,910 906 680 
. ANMs to be trained 800 409 2,760 823 129 108 
. Male MPWs to be trained 310 1,940 129 
. LHVs to be trained. ; ’ ‘ 143 .° 692 25 
. Male Health Assistants to be 
trained , 78 692 
. ANMSs to be appointed 587 587 527 336 2,760 733 129 24 
. Male MPWs to be appointed 645 91 310 1,940 129 
LHVs to be appointed; ‘ F 147 147 143 i 692 188 25 24 
Maes eh * be 72 ts 78 692 
9 5 23 3 8 5 


11. 


PHCs to be upgraded 
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Activity _ Haryana Himachal Pradesh 
Target Achie- 7 Target | Achieves 
vement ment 

Addl. CHVs to be trained 15285 1,174 918 769 
Dais to be trained 1,365 1,109 1,683 1,636 
ANMS to be trained R : 300 “3s 368 
Male MPWs to betrained 95 . 310 Bs 
LHVs to be trained ‘ 2 80 
Male Health Assistants to be 
trained : 
ANMs to be appointed . ; 300 150 368 125 
Male MPW~ to be appointed . 95 47 310 150 
LHVs to be appointed . Q 80 53 84 45 
ee Supervisors 
to be appointed 
PHCs to be upgraded _. E > a 6 


Aoujarat 


Target 


666 
1,196 
930 


Reva: 
ment 


177 


sa tee! a 
Target Achiaves, 
ment 
3,234 3,431 
ps EY) S152 
436 514 
417 174 
110 
92 103 
7 y 


APPENDIX ‘3? 


Construction position as on 30-6-84 vis-a-vis the project targets 


aa ca a a 


S. Type of Building Uttar Pradesh Andhra Pradesh Orissa 


No, to be constructed —— — — — — inti ae sat a eae a ee 
Target Works Number Target Works Number Target Works Number - 


comp- Under comp- under . 
leted construc- leted. Construc- leted eae 
tion. tion. tion. 

1 2 3 4 5 6 7 8 9 iy) ee 
1. Sub-centres without 

LHV Quarter . : 925 429 390 427 153 130 851 556 221 
2. Sub-centres with LHV 

Quarters . ; 635 303 268 237 84 de 454 300 93 

(LHV QRS) (LHV Qrs.) (LHV Qrs.) (LHV Qrs ) 
3 -PHCs: *. : : 16 1 14 14 +s 11 1 1 
4. RFWCs . : 2 34 4 29 27 oe 12 15 10 5 
22 OT Il 

5. Upgraded PHC, To . 8 29 26 be 13 47 45 2 
6. Training Annexes. a ee - or ox Las 7 7 
7. Training Sheds , Bi ee es 46 1 29 
8. Maternity Home : Z 1 
9. Hostels for ANM 

Trg. ; ‘ 5 =| 
10. ANM training School oy 
11. Trg. Wing for a E- 

lation Centre . 1 1 
12. Workshops : : oy Ps 1 

(for vehicles) 


13. Operation Theatres at 
PRC. =. : : 26 3 19 
14, PHC-cum-RFWC . 26 3 de ae = a a 
15. Post Partum Addition 7 nde 6 es oe a 
16. RH & FWTC j ws ne as cate PY 1 meee et 1 
17. College of Nursing . 1 
18. Regional Workshop . 1 for Pe se 1 1 
equipment 
19. 3rd MO‘s Quarters}. 107 me 53 
20. Renovation of PHCs 
i Upgraded PHC . & < 614 5 386 
22. LE.C. Centre 1 
23. Workshop Shed , ws of i. e re 2 5) ot 
WATE RAROIES | VO OTL AOE ED | EEE TESTI SI SOLOE AD I, iit alstatetteiiea-ancisnsoncsecinssscmantnnmeassanenctennmmenanencenes oasorenemntinnnennnscsantensossoemtenemenceeen SDRC Om TOTO 
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S. Type of building to Madhya Pradesh Tamil Nadu Rajasthan 


No. be constructed ae ee re ee 
Target Works Number 


— Ht He Se I OR am ig —~J ° - 


Target Works Number 


Comple- under Comple- —_ under Comple- under 
ted. construc- ted construc- ted. construc 
tion. tion. tion. 


1. Sub-centres without 


LHV Quarters 402 12 163 528 103 25d 357 197 80 
2. Sub-centres with 
LHV Quarters 259 1 31 285 52 116 173 5 36 
(LHV Qrs.) (LHV Qrs.) (LHV Qrs.) (LHV Qrs.) (LHV Qrs.) 
3. PHCs o aa = 16 - 15 
RFWCs 22 fs Zz x a a, 27 24 2 
5. Upgraded PHCs 14 an 8 8 1 6 9 3 5 


Training Annexes 


6 

7. Training Sheds 
8. Maternity Homes - a x a s 5 1 1 1 
9 


Hostel for ANM 
Traning School 


10. ANM Training School 


11. Training Wing for 
Population Centre 


12. Regional Workshop 


13. Operation Theatres at 
PHCs bi ok R ct hs an 15 23 1 


14. PHC-cum-RFWC 

15. Post Partum addition 
16. RH & FWTC 

17. College of Nursing 


18. Workshops 
19. 3rd MO’s Quarters 58 9 ne 36 as 18 34 29 7 
20. Renovation of PHCs 37 31 ae 2a 16 


21. Staff Quarters at 
‘ Upgraded PHCs_. 112 os a4 <3 . G _ % < 


22. IEC Centre 


23. Renovation of Sub- 
centres. ‘ . 272 a 3 229 217 


24. Workshop Sheds 


25. Community Halls/T.C. 7(T.C.) ee 2 : x = J i 


i0. 


jae 


i. 


oo, 
14. 
ee 
16. 
Se 


18. 


19. 


20. 
PAD 
22. 
oe 
24. 
25. 
26. 
ai, 


Type of buildings to be 
constructed 


sub-centres without LHV 
Quarters . d 


Sub-centres with LHV 
Quarters : 

PHCs 

RFWCs . 

Upgraded PHCs 
Training Annexes 
Training Sheds 
Maternity Homes 


Hostel for ANM ed 
School . 


ANM Training School 


Training ae for Population 
Centre ‘ : . 


Regional workshop . 


Operation Theatres at PHCs 
PHC-cum-RFWC 

Post Partum addition 

RH & FWPC. 

College of Nursing 


Workshops 


3rd MO’s Quarters , ‘ ‘ 
Renovation of PHCs , ‘ ‘ 
Staff Quarters of Upgraded PHCs | 
IEC Centre . : ‘ . 


Workshop Sheds : ; , 
Renovation of Sub-centres ° 
Training Centre P ‘ ° 
Staff Quarters at PHC 


6 bedded wards 
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Bihar nn nyabé 


Target No. under Target Works 
construc comple- 
tion ted. 


380 254 297 91 
651 251 142 79 
(LHV Qrs.) 
Bs f. 14 
95 25 24 
23 2 8 1 
6 
100 20 13 3 


£ As on 31-3-84, 


Haryana 


Ne EN SOON eon amg oaa tees piieg Lact 


No. under Target Works No. under 


construc- comple- construc- 

tion. ted. tion. 
TT AE A IE IE IS NS eee 
#: 8 9 10 


200 45 34 
30 92 33 17 
(LHV Qrs.) 
1 3 
6 
5 
2 
10 i 
4 
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TEARS OSTED.(¢ TIME 


oe Type of Building to’ Himachal Pradesh . Gujarat Maharashtra 
No. be constructed a a ee ge 
Target Works No. un- Target Works No. Target Works No. 
compl- der cons- compl- under compl- under 
eted truction eted constru- ted construc- 
ction tion 
1 2 3 4 5 6 7 8 9 10 11 
pee cithout . | 
LHV Quarters : 137 93 44 334 82 245 421 185 72 
2. Sub-centres with LHV 103 62 4] 150 48 100 163 110 44 
Quarters (LHV Qrs) (LHV Qrs.) (LHV Qrs.) 
3. PHCs (i) New 5x 2 10 oi i a oe 
(ii) Partial 6x # as se 17 
4. RFWCs. . : 22 7. 15 30 8 9 
(i) new 13 eva 7 
(ii) Partial 3 : 4 
5. Upgraded PHCs ; 6 1 5 8 1 6 7 1 
6. Training Annexes : 3 1 2 5 3 6 
7. Training sheds ; a i Be ae ae: 10 
8. Maternity Homes 
9. Hostel for ANM Trg. 
Schools . X : 
10. ANM Training School ae a 1 s Ps os ie 
11. Training wing for Po- 
pulation Centre 
12. Regional Workshop . sie oe = ae oe -e ee 
{3. Operation Theatres . 7 Be 6 24. 4 oa 13 
14. PHC-cum-RFWC; 
15. Post Partum Additions 
16. RH&FWTC 
17. College of Nursing . oe yn me o ve = ae ¥ de 
18. Workshops a = H 
19. 3rd MO’s Quarters 
20. Renovation of PHCs a og aa i 5% a we se 
21. Staff Quarters at Up- 
graded PHCs ae = ce a ee ay as = me 
22. IEC Centre Rr yr oe AA ar a ee ae 
23. Workshop Sheds 
24. Renovation of sub- 
centres es Pye ot ae ie a AAS 7 
25. Training Centres Co- 
mmunity Halls 6 1 5 8 4 6 7 7 
26. MNW Training School 1 1 
27. Sub-Divisional Hospital 2 a 2 
28. Transport Workshop 1 as 1 cA we a 7 ee fy 
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An Overview 


[voi among the developing couniries, presents 

a umiques case in terms of the sheer size of its 
population characterized by extreme heterogenity in 
respect of physical, economic, sociaJ and cultural 
conditions. Its population of 685 million accounted 
in 1981 for about 15 per cent of the total world 
population with only 2.4 per cent of total land area. 
It is the second most populous country in the world, 
while jt ranks seventh in terms of land area. 


India is the largest democracy in the world. ‘The 
Republic of India has a federal structure with a 
written Constitution. The Union of India consists 
pf 22 States and 9 Union Territories. For the 
governance of its affairs, the country follows the 
Parliamentary system of Government both at the 
Union and the State level. Based on adult franchise, 
seven General Elections have been held so far in 37 
years of independence. ‘The last elections were held 
in January 1980; 57 per cent of voters or 202 million 
adults aged 21 or more exercised their franchise, 


India achieved independence in 1947, after about 
two hundred years of colonial rule. Soon thereafter, 
in 1951, India initiated the process of planned deve- 
lopment to raise the living standard of its people and 
to open up for them new opportunities for a richer and 
more varied life. The country is committed to the 
achievement of rapid improvements in the quality of 
life of the people at large; growth with social justice, 
modernisation and self-reliance are the key elements 
pf the strategy of development adopted for the pur- 
pose. In the mixed economy established by planning 
for development, private and public sectors co-exist 
and function as parts of a single organism. Un- 
avoidably, however, the public sector has to take a 
lead in key areas in the larger interests of the nation. 


A number of social and economic institutions which 
formed a legacy of the colonial past, have been 


**Preamble to the Constitution of India. 


transformed and modified in order that they serve 
beiter the social purpose and aims of planned develope 
ment. Land reforms aimed at providing land-owner- 
ship to the tiller ceilings on land holdings, distribution 
of fand to the landless nationalisation of Insurance 
and Banks are some of the important examples; of 
institutional changes. These changes in the institu- 
tional structure have been brought about within a 
democratic framework and in accordance with the 
provisions of the Constitution which guarantees to the 
citizens of the country: 


“JUSTICE, social, economic and political; 


LIBERTY of thought, expression, belief, faith and 
worship; and 


EQUALITY of status and of opportunity’** 


The political system so established by the Constitu- 
tion leaves no scope for regimentation of any type. 
Human jiberiy and freedom of expression are zealously 
guarded by an independent judiciary. 


The constraints imposed by the choice of democracy 
for governance of the country, thai is so vast, se 
diverse and so heterogenous are quite obvious. In any 
case, they render the tasks of development all the more 
challenging. 


Notwithstanding these challenges, India has made 
continuous efforts to build the foundations of a modern 
and self-reliant economy in the last three decades. 
Removal of poverty and reduction of social and 
economic inequalities have been at the centre of all its 
policies. The demographic trends witnessed during 
the period were a part of the overall changes generated 
by development; but it is also true that they in turn 
have tended to influence the course of development 
itself. 


AES I RIT TTT SST SE LEST ETE LY TI TET TC I ATE ET TTS, IE SI OEE I ONY THA ANI IRAE CCA RRSP SRE I I AONE AAA) 8 AT RE 
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india’s planning process from its very start in 1951 
recogiised Uus iuter-relationship beween populauoi 
and tig socio-economic developuicni; that is, 10ng 
before the country became a signatury to tae Worid 
ropulauon Plan of Action in 1974, However, since 
i9/4., much greater attention has been paid to the 
integration of population policzes into tae development 
process, which has been increasingly concerned wilh 
the amelioration oi the loi of weaker secilois of Ue 
community. 


We are in the final year of the Sixth Five Year Plan, 
A review of the progress ci various programunes indi- 
caies that remarkable progress has been achieved 1n 
ihe several crucial areas, particularily economic growih, 
jood-grains production, resource mobilisation, health 
and human development and generation of employ- 
ment. The energy sector has also recorded significant 
gains. However, because population has almost 
doubled curing the last three decades, while the 
Gross Domestic Product has increased by 200 per 
cent, the increase in per capita income has been only 
of the order of 53 per cent, 


Quite early in course of planning, it was recognised 
that State intervention was necessary for the establish- 
ment of a mutually beneficial relationship between 
population and development trends. The need has, 
ever since, been to contain population growth. After 
considerable experience in this regard, the country has 
set betore itself the long-term demographic goal of 
achieving NRR of unity by 2000 A.D. with a birth 
rate of 21, death rate of 9 and infant mortality of less 
than 60. In order to achieve the goal, the National 
Family Welfare Programme has been, and will con- 
stantly be, strengthened. It is a voluntary programme 
aimed) at educating people on the benefits of the small 
family, rendering advice to couples about methods of 
contraception and providing a wide range of contracep- 
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live supplies and services, free of cost, leaving the 
choice vt the methods to individual couples. 


As a commitment to the goal of “Health for All 
by 2000 A.D.” through the provision of compre- 
Inensive primary health care services, the National 
Health Policy was unanimously endorsed by the 
National Parliament in 1983. ‘Lhe policy emphasises 
the preventive, promotive and rehabilitative aspects of 
health care and seeks to provide primary health care 
services to the population even in the remotest areas, 
particularly the weaker and deprived sections of 
society. dt clearly spells out the short-term and long- 
term, goals to be achieved and recognises the need to 
greatly strengthen the Mother and Child Health Care 
Programme. 


In every society children bring parents satisfaction 
and pleasure. This is the greatest miracle of God. 
Extending pre and post-natal care to mothers, immuni- 
sation of infants, against common child-hood diseases, 
nutritional supplements for mothers and children are 
the programmes designed to increase the infant 


‘survival rate and to give a health start to the life of the 


new born. 


A National Plan of Action for raising the status of 
women has been prepared. This plan identifies the 
areas of education health and Jegislative measures and 
social welfare for initiating action programmes for 
women and suggests strategies and measures for im- 
proving women’s position in society, 


These are but a few of the relevant examples of 
measures that seek to synchronize the goals of deve- 
lopment and population policy. India has always been 
of the view that population conrtol cannot fully succeed 
without meaningful progress in development and the 


progress of development remains partial without 
effective restraint on population growth. Both go 
together. 


Demographic Trends and Outlook 


HE principal aim of any society is to secure 
improvement in the quality of life for its people. 
Only a sustained effort over a long period can bring 
about the desired socio-economic transformation. This 
is at the centre of India’s development efforts. How- 
ever, population variables greatly influence the deve- 
lopment variables and are also influenced by them. 
It will, therefore, be in order to begin by surveying the 
demographic scene in India. 


ae aE a FM 


ores 
et beh 
ie 


Population growth 


India has had twelve decennial censuses the first 
being in 1872. These censuses are the major source 
of data on the demographic trends in the country. 
According to the latest census of 1981, the popula- 
tion of India was 685 million while in 1901 it was 
pnly 238 million: a near three fold increase. Table 
2.1 presents the data of the demographic trends in the 
country. 


TABLE!2.1:: DEMOGRAPHIC; TRENDS IN INDIA 1901-1981 


ELLE LE ELLE LLEVA EE EEDA LLL EDEL LLL ERE OTIS EE EET AEE EEOC PTE ETO EI ICE II ETT TOLLE A TT, EAL IEE E ITE EEE Ete ta 
Total 


population 
(in millions) | 


” Census 
year 


Annual Sex ratio Density Birthrate Death rate 
average (females of popula- per 1000 per 1000 
exponential per 1000 tion per population population 
growth rate males) : km for the for the 
(per cent) decade decade 


1901 238.4 
1911 pin 9. 
1921 251-3 
1931 279.0 
1941 318.7 
1951 S00..2- 
1961 439.2 
1971 548.2 
1981 685.2 


The year 1921 is considered as the ‘great divide’ in 
the demographic history of India. During 1911-21, 
the population of the country was stable at high 
mortality and fertility evels: the birth rate of 48 per 
thousands and death rate of 47 per thousand. The 
period from 1921 to 1951 (the first census after in- 
dependence) was one of slow but steady growth 
mainly because of gradual reduction in mortality. 


Thereafter followed the period of rapid growth. 
Social and economic developments, . including those 


972 77 
0.56 964 82 49.2 42.6 
(—-)0. 03 955 81 48.1 47.2 
1.04 950 90 46.4 36.2 
1533 945 102 45.9 aTia 
$25 946 Lig 3929 27.4 
1.96 941 142 41.7 22.8 
2.20 930 173 41.2 19.0 
2220 933 216 37.2 15.0 


relating to public health and medical care, under the 
Five Year Plans led to a _ rapid mortality decline. 
During the last three decades mortality declined by 
nearly 60 per cent from 27.4 in 1951 to 11.8 per 
thousand in 1982, while expectancy of life at birth 
had increased from 32 years to about 50 years in 
1974 and over 55 years in 1982. 


This welcome decline in mortality is the result of 
the elimination of famines and epidemics. During 
the last 3 decades, the country has had the usual 
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number of droughts but no death from famine. At the 
same time plague and smajlpox have been eradicated 
and malaria death have been reduced from millions to 
thousands. Health service coverage has improved the 
survival chance of the new born infants and expectant 
mothers, 


For more recent years, data on vital rates are avail- 
able from a dual record system called, the Sample 
Registration System (SRS) introduced in 1965, The 
SRS estimates of infant mortality rate for the country 
as a whole suggest that it has declined from 140 per 
1000 live births in 1975 to 114 in 1980. Even this 
rate of infant mortality is unacceptably high and the 
health policy lays particular emphosis on material and 
child health care precisely in the light of need of and 
scope for reduction in infant mortality. 


The decline in mortality has resulted in accelerated 
popuation growth. The annual average exponential 
growth rate of population was as high as 2.25 per cent 
for the decade 1971-81. Since independence there has 
been a near doubling of the country’s population. The 
absolute addition to the population in the single decade 
of 1971-81 is 137 million. It has indeed been said 
that the annual increase in India’s population exceeds 
the total population of Australia, 


We may, however, note that the 1981 census data 
indicate changes in trends which may be said to be 
redeeming; these are: 


(i) The acceleration in the population growth 
rate witnessed since 1921 has been arrested. 


Gi) The implied trend infertility is one of decline, 
(iii) There is trend of rise in the age of marriage. 


(iv) There has been some relative improvement 
in Sex ratio in favour of women and in female 
expectancy of life at birth both of which are 
suggestive of improved status of women. 


It is clear from the earlier table that the population 
growth rate has been increasing very rapidly. There 
was a four fold increase in the population growth rate 
in the first seven decades of the century: risine from 
0.56 per cent in 1901-11 to 2.20 per cent in 1961-71, 
The growth rate since 1951 has been higher than the 
peak population growth rate of 1.5 per cent experienc. 
ed by developed countries. However, the novulation 
erowth rite in 1971-81 was almost the same as in the 
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previous decade. Data analysis further indicates that 
regions with 47 per cent population have registered 
significantly lower growth rates in 1981 inter-censal 
period compared to the growth rates evidenced in 
these regions during the earlier decade. 


Sex Ratio 


In India, the sex ratie (defined as the number 
‘of females per 1000 males) has _ historically been 
adverse to females owing to a number of cultural and 
social factors. There had been ag steady deterioration 
in this respect over the decades (except during 1941- 
51) as revealed by 'the decline in the sex ratio from 
972 to 930 during the period 1901-71. However, in 


the _ last decade, 1971-81, there has been 
a slight improvement in this aspect as 
shown by an increase in the sex 


ratio 'to 933 in 1981. This encouraging feature is like- 
ly to be the indication of the reversal of the long 
observed trend of female disadvantatge in life expec- 
tantly at birth. It can partly be attributed to the 
special material and child health care measures un- 
dertaken in recent years. 


Ase Compensation. . 


The percentage of population! in the age group 0-14 
was 41.1 in 1961, 42.0 in 1971 and 39.6 in 1981. 
The 1981 census age distribution further revealed a 
decline in the percentace of population in the two 
youngest quinquenuial age-groups: from 14.5 per cent 
in 1971 to 12.6 per cent in 1981 for 0-4 age group, 
and from 15.0 per cent to 14.1 per cent for the 5-9 
age group. These changes corroborate the declining 
trend in fertility indicated by the SRS _ estimates 
of birth rate which shows a decline of 4 _ points 
during 1971—81 from 37.2 to 33.3 per thousand, 
Tt has been shown by a more detailed analysis 
that but for the change in marriage age and 
increased USe of contraception, the birth rate 
would have risen by 1.1 points merely from the 
increase in the proportion of married women in 
child bearing ages. 


Even today, the broad base of the age pyramid of 
India’s population may be viewed as imposing certain 
constraints in terms of investment decisions. The de- 
pendency ratio (i.e. the number of persons in the age 
groups 0-14 and 60-+per 100 persons in age-group 
15-59) was 85 in 1981 as against 92 in 1971. Still, 
the young age structure of the population holds the 


potential for the rapid population growth in the 
future years unless special] measures for more accele- 
rated reduction in fertility are taken. This would be- 
come clear from the fact that even in a low fertility 
profile ‘n next 15 years,, the number of couples in re- 
productive age-group will increase to around 170 mil- 


lion from the present level of 123 millions. 
Nutiality Pattem 


The social and cultural millieu of India has long 
 favourei early and universal marriages, The mean age 
at marriage for males and females rose from 20 and 


13 yeats in 1901 to 21 and 15 years in 1961 res- 
pectively. However, during the last two decades the 
practice Of early marriage has been on the decline. 
This is reflected in the i981 census which recordered 
the mean age at marriage for males and females at 23.3 
and 18.3 years respectively. Further, the percentage of 
in 1981 was 45 
in 1961. The 
relevant figures for urban areas are 50 per cent for 
1981 and 46 per cent for 1961. This can be attribu- 


never married women in rura] areas 


per cent as compared to 41 per cent 


ted to Governmental efforts at raising the status of 
woman by providing increasing educational and eco- 
nomic activities. Increase in the age of marriage for 
females has favourable implications as far as the pro- 


cess of fertility decilne is concerned. 
Decline in Fertility 

The fall in fertility, though not as dramatic as the 
one jn mortality, had definitely set in during the 
early seventies. The birth rate had decreased from 
around 49 in 1901—11 to nearly 41 in the decade 
1961—71. The comparable SRS estimate of birth rate 
was 33.6 in 1982. A number of other fertility indica- 
tors derived from the Sample Registration System for 
both rural and urban areas, show a similar decreasing 
trend; e.g. total marital fertility rate for rural areas 
had declined from 6.8 in 1972 to 5.4 in 1978 and for 
urban areas from 6.0 to 4.6. The data also revealed 
consistent decline in age-specific fertility rates for all 


the age groups as given in Table 2.2. 
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Table 2.2: Age, Specific Fertility Rates, 
1972 and 1980 


Se 


Rural Urban 

Age-group 1972 1980 1972 1980. 
| eed SS : . itis 94-2 f575 64.1 
20 —24 ; ; 260-9 256°4 233-5. . 280-5 
25-26 ' : 256°8 238°8 23% On 190° 2 
S04 : : 205= 1 176°4 ATSe 1 cell oad 
boa 142:0 106-5 93:8 59 0 
40 — 44 | ee 49-9 1 oh 23-0 
45.49 a1 pe hee 15°6 1°9 
Source : Sampie Registration System Data, 1972 & 1980. 


The statistics regarding the distribution of births 
by birth order also reveal the reduction in the per- 
centage of higher order births both in the rural and 
the urban areas, Durivg the period 1972—78, the 
percentage of births of order 4 and above declined 
from 47 to 38.4 in the rural areas and from 44 to 33 
in the urban areas. 


Rise in the age at marriage and in the propor- 
tion of never married females may explain a part of 
fertility decline; but a major part, contributed by the 
older age-groups is attributable to the family planning 
programme. 


Outlook 


The combined impact of improvement in the social 
and economic conditions of people and the national 
programme of voluntary acceptance of family planning 
should help to reduce fertility levels. Programmes 
focussing on raising the status of women resulting in 
higher marriage age of females, combined with the 
programmes aimed at increasing child survival rate 
should further strengthen the trend in fertility decline. 
It is expected that the “Two Child Family Norny 
would be universally accepted and the size of the 
population would be around 950 million 
by the year 2000 and the size of 
the stable population may not exceed 1300 million. 
These estimates are lower than the projection of 
United Nations agencies. However, given the political 
commitment, the prevailing national consensus and 
the growing acceptance of family planning by millions 
of people, the objective set out above is not unachiev- 
able, 


, 
1 


ae ae 


Socio-Economic Development 


a 
is HE trends in population narrated earlier may 
be viewed in the context of the country’s de- 
velopment ettort which has been guided by the 
instrumentality of national planning. For an ade- 
quate appreciation of the country’s performance on 
the demographic front, it is useful to have a broad 
idea of the nature and roajor thrust of its develop- 
ment effort. 


At the time of Independence in 1947, India was 
~ a Slagnait-and mmpoverished society without any 
economic dynamism. The country’s national ancoine 
had been increasing at jess than U./ per cent per 
“annum during the first half of the century, ‘itouga 
predominantly an agricuitural country, india had to 

unport about 7 per cent of its annual food requiue- 
ments at a consumption level of 334 grams of cereals 
“per person per day. Modern industry existed on a 
nominal scaiie, factory establishments) employed a 
meagre 1.8 per cent of the total working population. 
~Measured in terms of dollars at their 1973 exchange 
value, in 1950, India’s per capita income was $ 82 
compared to $ 127 for Philippines, $ 210 for 
Taiwan, $ 220 for Iran and $ 309 for Brazil. 


- Since Independence, India has travelled a long 
distance on the road to enconomic progress. It has 
achieved self-sufficiency in food-grains, divensified| 
its industrial structure and has made signicant pro- 
gress in science and technology. According to 
-UNESCO’s estimates, India has the third largest pool 
of trained scientists and engineers. 


Saving and investment rates have increased to 
22.7 per cent and 24.2 per cent respectively from 
low levels of 10.2 and 10.0 per cent in 1950, The 
continuity of the planning process has helped to 
widen the capital and human resource bases to a 
substantial degree. Over the period from 1950 to 
1980, the gross domestic product (GDP) has in- 
‘creased at the compound annual rate of 3.6 per cent. 


During the first 4 years of the current Plan 1980-83, 
the economy is estimated to have expanded at an 
annua] rate of over 5 per cent. It is notable, how- 
ever, that while the GDP at constant prices has in- 
creased by 113 per cent during 1960-82, the per 
capita income had increased only by 27 per cent. 
This is the measure of the drag on economic growth 
exercised by the 64 per cent increase in population 
during the same period. Despite the challenge of 
the drag, the determination of Nation to pursue de- 
velopment never flinched; the one indication of this 
is the increase in national savings measured as per- 
centage of national income from 13.7 in 1960 to 
22.7 per cent. 


Agriculture 


India’s achievement on agricultural front has been 
impressive. The total production of foodgrains in- 
creased from about 50 miliion tonnes in 1950 to an 
estimated 150 million tonnes in 1983, exceeding 3.3 
per cent annual increase, wel] above the population 
growth rate. The limited land area of the country 
hardly offered any scope for expanding cultivated 
area, Increase in food production during the last 
two decades is mainly the result of the modernisation 
of agriculture; expansion of irrigation facilities and a 
package of improved agricultural practices, including 
improved or high-yielding variety of seeds, chemical 
fertilisers, pesticides and mechanisation, Irrigation 
has expanded at a particularly rapid rate during the 
last decade; this increase has been from 42, million 
to 61 million hectares. In 1982-83, consumption of 
fertilisers at 6.4 million tonnes was almost three fold 
higher than 1970 level and _ high-yielding variety 
agricultural production covered an area of about 47 
million hectares. Electricity consumption by Agri- 
culture Sector increased from Jess than one per cent 
(0.8 per cent) in 1960 to 17.8 per cent in 1982. 
This is yet another index of modernisation of agricul- 
tural sector, Gains in agricultural sector have 
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enabled the country to achieve self-sufficiency in food. 
grains production at a higher level of foodgrain avail- 
ability of 408 grammes per day per person, about 25 
per cent higher than 1950 level. 


Industrialisation 


The progress of industrialisation over the last thirty 
years has been a striking feature of Indian economic 
development. In pursuance of a deliberate policy 
for building up a strong industrial base, large invest- 
ments have been made in creating a wide spectrum 
of industries. Industrial production has gone up by 
about five times during this period of thirty years. 
Apart from the quantitative increase in out-put, the 
industrial structure has © been greatly diversified, 
covering almost the entire range of consumer, inter- 
mediate and capital goods. As a result, the share 
‘of manufactured products in our total imports has 
steadily declined; indeed industrial products, parti- 
cularly engineering goods, have now become a sub- 
stantial component of our exports. The rate of in- 
dustrial growth, however, has not been uniform 
during all this period: the average has been around 
6 per cent. The annual average growth rate of in- 
dustrial production in three year during 1980-83 
period has been 6.9 per cent. 


The progress of certain key infrastructure sectors 
provides an idea of the scale of achievements of 
planning in the industria! ficld. Over the period 
from 1950 to 1981, the production of coa] increased 
from 33 million to 137 million tonnes; and that of 
iron ore from 3.0 million to 41 million tonnes; while 
electricity generation had increased from 5.3 to 130 
billion kwh and the revenue earning railway freight 
traffic had increased from 73.2 to 221 million tonnes. 
The more recent quantum jump in the output of 
petroleum products has been truly remarkable, indi- 
genous production of crude oil doubled during the 
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last two years from 10.5 to 21.1 million tonnes in 
1982. It recorded further increase of over 5.1 


million tonnes in 1983. The Table 3.1 on next page 


gives the trend in the production of selected industries 
from 1960 to 1982. 


The changing character of the national economy 
is well reflected by the changes in the composition of 
the GDP. Comparing 1960-61 with 1981-82, it is 
notable that the share of agriculture in the country’s 
GDP had decreased from 52.5 to 38.2 per cent 
Correspondingly, the share of industrial sector had 
increased from 17.3 to 21.8 per cent; that of the trade 
transport and communication and_ storage sector, 
from 13.8 to 19.4 per cent; and that of the services 
sector, from 8.7 to 11.8 per cent. 


This encouraging trend in the composition of out- 
put is unfortunately not reflected in the . structure of 
the country’s labour force, the principal reason for 
this being the rapidity with which population and 
labour force have in fact increased. India remains, 
therefore, a predominantly agricultural countrv with 
nearly 76 per cent of its ponulation livinc in 576,000 
villages and 70 per cent deriving its livelihood from 
agriculture, 


Tn recognition of this predominantly rural character 
of Thdia’s population, the government has made con- 
tinuous efforts to extend modern facilities to the 
rural population: 


(1) 320.000 villages have been electrified; 
21,500 during last two years. 


(ii) Potable water supply is now available in 
440 000 villages. Water sunvly of 100.060 
villages arranged in last two years; there 
remain 130,000 villaves.to ba so covered 
with potable water suoply. 


| a a 


Table 3.1: Production of Selected Industries 
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Name of Industry Unit 1960-61 1975-76 1982-83 * 
| 2 3 4 5 

Coal (including Lignite) Million tons S507 102.7 137.1 
Petroleum (crude) Million tons 0.4 8.4 214 
Finished steel Million tons 2.4 5.8 8.1 
Aluminium ‘000 tons 18. 3 187.3 208.1 
Machine tools Million Rs. 70 hoe 2700 
Railway wagons ‘000 Nos. 11.9 bee sve 
Commercial vehicles ‘000 Nos. 28.4 43.8 86.0 
Passenger cars & jeeps ‘000 Nos. 26.6 28.9 65.4 
Motor cycles & scooters ‘000 Nos. 19.4 182.7 399.8 
Diesel engines ‘000 Nos. 44.7 Oe 161.0 
Power driven pumps ‘000 Nos. 109 275.0 364 
Bicycles ‘000 Nos. 1071 2332 4890 
Power transformers Million K.V.A. 1.4 13.7 18.8 
Fertilizers ‘000 tons 150 1855 4404 
Caustic Soda ‘000 tons 101 458 577 
Soda Ash ‘000 tons fee 555 | 635 
Paper & paper board ‘000 tons 350 836 | 1230 
Rubber tyres & tubes Million No, 27.3 50 0 56.4 
Cement Million tons 8.0 1772 z5'2 
Refined petroleum products Million tons 5.8 i 20.8 ees ES 
Sugar ‘000 tons 3510 4264 | 8232 
Electricity yenerated Bin. Kwh, 33.0 1922 130.1 
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(iii) Surface roads with a Jength of 658,000 kms at present. It is expected that the coverage 
have been built to link thousands of villages will be extended to 70 per cent of popula- 


through modern means of communication. tion by March 1985. 


_—o: 


(Iv) Radio receiving sets have increased ten fold 


during 1960-81; from 2.1 million to 21.8 Rapid extension of modern facilities to rural area 
ae million. Broardeasting outreach covers 90 —S¢fves two purposes. Firstly, it helps in making the 
per cent of population, rural life more attractive and comfortable, thereby 


checking the flow of rural population to urban areas. 
(v) Number of T.V. transmitter centres have Secondly, their modernising influence is known to 


increased from only 5 in 1974 to 75 centres help decline in fertility. The latter observation js 


based on the following summaries of results of studies 
(Table 3.2) which researched this phenomenon 


TABLE 3:2: CRUDE BIRTH RATE BY AVAILABILITY 
OF CERTAIN BASIC FACILITIES IN RURAL AREAS, 
INDIA, 1978. 


Birth Rate per 1009 population 


Facilities With Without 
Water Supply 29-7 33-4 
Bus Stand . 31:0 Jano 
Railway Station . 28:3 PANE | 
High!Higher Secondary School 30-0 33.1 
Post Office 31-3 33:6 
Medical Facilities 30-2 34-6 


Labour and Employment 


Planning started in India with the objective of 
rapid increase in GDP, but with the passage of time, 
the problem of employment acquired urgency and so 
during the late sixties, the creation of employment 
Opportunities started attracting increasing attention as 
an equally important objective of planning. Accord- 
ing to the 1981 census, out of the total population of 
685 million, 222 million were the main workers i.e. 
those who worked throughout the year. More than 
79 per cent of main workers were males. In addi- 
tion to this, there were 27 million marginal workers 
who did not work for the major part of the year pre- 
ceding the census. Majority of them are women. 
Among the main workers, nearly 63 per cent of males 
and 79 per cent of females were engaged in the agri- 
cultural sector, while industry provided employment 
to only 12 per cent of the male and about 8 per cent 
of the female workers. If the marginal workers are 
included about 68 ner cent of the total workers were 
enonged in the agricultural sector. The inter-censal 
comnarisons are difficult, however. it is noticed that 
the nrocess of shift awav from agriculture has been 
slow. ‘ae ae leusiss. 


Th. wnemplovment has assumed a serious »-on0si- 
Hien in hoth rural and urban areas: the problem its 


areas of 
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parucularly severe among the new entrants to the 
labour force, especially for the educated among them. 
In an agricultural country like India, the incidence of 
under-employment too is equally serious. 


According to 32nd round of the National Sample 
Survey, 11 million puersons (above age 15) were 
estimated to be unemployed in 1980. The net 
addtion to the labour force was expected to be 34 
million persons during the plan period (1980-85). 
Thus, the overall magnitude of employment to be 
generated during the period was of the order of 45 
million. The Sixth Five Year Plan envisaged the 
creation of 34 million jobs during the period 1980-81 
to 1984-85. It was envisaged that out of these, 
about 15 milion jobs wiit be provided in the agricul- 
ture and allied sector, about 6 million jobs in the 
manuiacturing sector and nearly 13 milion jobs in 
the construction and service sector. 


Investment required for absorbing 45 million 
people in modern manufacturing sector in India’s 
context, at a modest rate of about Rs. 80,000 per 
worker, would need a Jayout of Rs. 3600 billions. 
India’s Sixth Five Year Plan (1980-81—1984-85) 
envisaged a total investment of only Rs. 1587 billion. 


Absorption of all the unemployed in the modern 
capital intensive sector is unthinkable, Hence the 
need for a strategy to create employment opportuni- 
ties in areas where capital needs are low. This has 
been achieved by accelerating programmes in rural 
creating community assets through 
manual] labour, promoting self-employment through 
transfer of skills and credit for asset generation and 
supporting the expansion of informa, trade sector. 
Though these measures help to solve the problem to 
some extent, it is obvious that in the face of rapid 
population growth, the reduction of unemployment 
and under-employment pose a serious challenge and 
its long-term solution warrants effective policies for 
achieving a rapid fertility decline. While promoting 
fertility decline is at the heart of India’s long-term 
population policies, special programmes to create 
employment opportunities for the unemployed and 
the poor is the immediate high priority concern of 
-ational development policies. 


Poverty Alleviation 


S INCE independence, poverty reduction has been 
fundamental goal of Indian economic and 
social policy. Yet, the Sixth Plan estimated that in 
1979|80, around 50 per cent of the entire popula- 
tion or nearly 340 million people, lived below poverty 
line, n_odestly defined as monthly per capita expendi- 
ture of Rs. 76 in rural areas and Rs. 88 in urban 
areas. Poverty in India is not related to inequitable 
distribution: “Non-poor’—those above poverty line 
—have a monthly per capita income of only about 
Rs. 136 per month. 


It is usually accepted that high population growth 
exacerbates poverty. A recent analysis of the deve- 
loping situation in India, has concluded that there 
was no support for the hypothesis that the distribu- 
tion of income in India is getting worse. It hag further 
concluded that the poorest 40 per cent are receiving 
a gradual but increasing share of total national in- 
come and that the concerntration of incomes 1s 
declining The rich in India are not getting richer. 
This, however, does not provide any ground for com- 
placency and the national policy directly addresses 
the problem of poverty alleviation and amelioration 
in the condition of the weaker sections of ithe society. 

Going back many years, large scale public invest- 
ment in agriculture, rural and urban infrastructure 
and industry have generated considerable benefit for 
the poor in terms of more widely available and 
cheaper food, higher incomes, employment oppor- 
tunities and improved access to modern products and 
markets. Higher investments and consequent 2cono- 
mic growth have played a crucial role in poverty 
alleviation in India. Since the early eighties, public 
programmes specially directed at assisting the poor 
have played an important and supportive role, 
can be grouped under three heads:— 


* Minimum Needs Programme which widens , 
access for the poor to the basic social servi- 
ces; education, health. family — planning, 


water supply, shelter and nutrition, etc. 


These | 
: 


‘ 
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Targetted Assistance for special groups or 
areas; Integrated Rural Development Pro- 
grammes, National Rural Employment Pro- 
gramme, Programmes for Backward classes, 
Hil] Areas and Drought-Prone Areas, 


Pricing and Regulatory policies like subsi- 
dies on food and incentives to industries 
located in backward areas and self employ- 
ment schemes. 


Assisting the Poor: Improving Human Capital 


Government sponsored Minimum Needs Pro- 
gramme is intended to make certain social services 
available to all. The Minimum Needs Programme 
recognises the urgency for providing essential econo- 
mic and social services to all the people according to 
nationally accepted norms within a time-bound pro- 
gramme and special allocations are earmarked to 
ensure the necessary provision of services. Elemen- 
tary education, rural health, rural water supply, rural 
roads, rural electrification, housing, assistance to 
rural landless labourers, environmental imorove- 
ment of urban slums and nutrition are the schemes 
introduced under this programme. A total provision 
of Rs, 58.1 billion was made for this programme in 
the Sixth Plan which prescribes specific time-bound 
targets for establishing these facilities, 


Education and health are the two areas which are 
important not only from he point of view of 
investment in human resource development but have 
significant implications in terms of engineering social 
changes in the desired direction. It is the first step 
towards providing some equality of opportunity to 
the new borns by seeking to equip them with good 
health and atleast elementary education. Achieve- 
ments in these two areas are also crucial from the 
point of view of changes in the status of women, 
which have significant implications in terms of demo- 
graphic change, especially fertility reduction. 


ho 


The total enrolment in elementary education has 
increased from 22.3 million in classes [-VIL in 
1950-51, to 99 million during 1982-83. Never- 
theless for every three children enrolled in primary 
and middle schools, one other eligible child is left 
behind. Despite a network of over 0.65 million 
schools and colleges and employment of over three 
million teachers and an annual budget of the order 
of Rs. 30 billion, it has not been possible so far for 
the educational] system, to achieve the goal of universal 
education for all children upto the age of 14 years as 
enshrined in the Directive Principles of the Constitu- 
tion. In 1950-51, only 43 per cent of the children 
in the age group 6-11 ‘years and 12.9 per cent children 
in the age-group 11-14 years, were enrolled in 
primary and middle schools respectively. The corres- 
ponding percentages in 1981-82 are 83.7 and 41.9. 


Assisting the Poor: Generating Assets 


The Integrated Ruraj Development Programme 
attempts to increase the asset base of 'the poor directiy 
by assisting them to produce income generating assets 
through a mix of subsidies and credit. 8.9 million 
people have been benefied under this programme 
during a span of three years: 1980-81—1982-83. 
This involved an investment of over Rs. 21 billion: 
Rs. 14 billion credit from public institutions and 
Rs, 7 billion in subsidies. 


The National Rural Employment Programme 
(NREP) seeks to use substantial unemployed and 
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under-employed labour in rural areas to create 
community assets which are expected to raise pro- 
ductivity and, in the process, improve the income of 
the poor directly and jindircetly. This Programme 
has provided, on an average, annual employment for 
about 1.35 million person years. In the process this 
programme has helped to create community assets 
which, in turn will generate a permanent demand for 
labour. For example, a percolation tank that pro- 
vides irrigation also generates increase of farm-jobs. 
Other assets constructed under the programme in- 
clude drinking water wells, village schools, health 
centres, rural roads, etc. The details of the physical 
achievements under NREP: are given below in Table 
4.1. | 


Assisting the Poor Distribution Po:icies 


Direct Taxation offers limited scope for securing 
equiable disribuion of incomes. Further, India at 
its present level of development cannot afford to set 
up a social security network for its poor and un- 
employed Similarly, relatively low income levels do 
not permit fiscal measures of direct taxation to pro- 
vide relief to the poor through a system of Tax con- 
cessions. Under these circumstances, Government 
have established a vast network of 276,000 Fair Price 
Shops which supply the daily necessities of life like 
food--grains, sugar, salt, edible oil, cloth and fuel oil, 
etc. at subsidised prices. 76 per cent of these shops 
are located in rural areas. Subsidies are also pro- 


Table 4.1: Physical Achievements under NREP 


Nature of Assets 


Area covered — under afforestation and social forestry works on public lands 


Drinking water wells, community irrigation wells, group housing & land 


development for SCs!STs. : , 


Construction of village tanks 


IRAE AINSI TY, CET, RIA SEL TAIT TIE LS OTE 
excess mass SAT EDEN RS Us IE TEEPE PLE OTE LD TLE EE AL ET 


Minor irrigation works including those relating to flood protection, drainage 


and anti-water logging works, construction of intermediate and main 
levelling in the common area of 


drains, field channels and land 
irrigation projects . i ; 


Soil and water conservation and land reclaimation 
Rural road constructed/improved 


School & day care buildings, 
water wells, drinking water sources for wild animals, 


cow sheds, community poultry and 
washing platforms, etc ‘ 


panchayat and community centres, drinking 
cattle ponds, bridges 


piggery houses, bathing 


Units 1981-82 1982-83 
ha 103,319 63,492 
Nos 90,423 155,635 
Nos 13,709 tA. 777 
ha 105,640 106,244 
ha 139,964 36,190 
Kms 73,010 93,335 
nd 
; ; Nos 21,302 62,267 
Nos 7,276 10,171 


Others works . , ; . ; : 
ee ES A 
eee aeleetniateedaienel 


vided to small. and marginal farmers for procurement 
ef seeds and fertilizers for agriculture. Irrigation and 
rural electricity rates are kept low. In fact, the agri- 
culture sector is hardly taxed. This is due to the 
belief that increase in agricultural income leads to 
poverty reduction. 

’ Government have vigorously implemented the 
programme of Jand reforms. Starting 1950 with the 
abolition of proprietory rights and the programme of 
giving the ‘Land to the Tiller’ in 1950, there came 
to be a ceiling on land holdings. Surplus land 
acquired through a ceiling on land holdings has been 
allotted to 3.1 million landless farmers thus provid- 
ing them the scarce capital for production The 
ceiling on urban land and the programme of provid- 
ing house-sites to rural poor is yet another scheme 
of helping the poor. 2.4 million households benefit~ 
ted from this scheme in two years 1981 and 1982. 


Assisting the Weaker Section: Affirmative Action 


_ Government have prepared special plans for back- 
ward classes comprising namely of Scheduled Tribes 
and Scheduled Castes. The aim of these plans is 
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to provide members of these classeg substantial 
assistance ito enable as many of them as pos- 
sible to crosg the poverty line. _ During 1980-— 
amount of Rs. 41 billion has _ been 
these scchemes. Ip the Tribal areas, 
infractructure, emphasis is being 
Multipurpose 


spent on 
besides providing 
given to family oriented programmes. 


cocperatives are also being set up to eliminate money 


lenders, middiemen, forest contractors who are known 
to have been exploiting the Tribals. Similarly, spe- 
cial programmes aimed at economic betterment of 
Scheduled Caste and Scheduled Tribe families have 
also been taken up to help families engaged in tradi- 
tional occupations like leather works, fishing, etc. 
There are also schemes for giving educational incen- 
tives like stipends, scholarships, boarding grants, etc. 
to the Scheduled Castes and Tribes. Scheduled Caste 
families are also helped in getting easy institutional 
finance and more than 500,000 families have so far 
been given this assistance. As a part of affirmative 
action, special reservation is provided in all levels of 
Government and Public Sector employment as also 
in educational and professional institutions in favour 
of members of these classes: 15 ner cent for Schedul- 
ed Castes and 7 per cent for Scheduled Tribes, 


Migration, Urbanisation and Environment 


International Migration 


H ISTORICALLY, international migration has 

been a valve for releasing national population 
pressures. When faced with a population situation 
which created stress on the national rsources, a large 
numbr of people from the now developed countries 
migrated to the ‘New World’ including North and 
South America, Australia and New Zealand. In 
more recent times, when India began to experience 
similar population pressures the scope of such emigra- 
tion for its enlarging population had already been 
severely restricted. The restrictions on intrnational 
flows of people do in fact contradict the philosophy 
of free market based on free movements of both 
labour and capital. 


International migration, in quantitative terms has 
always played an insignificant role in the total demo- 
graphic situation in India. Cerain streams of mig- 
ration, however, deserve mention for their qualitative 
impact. The post-independence period witnessed a 
small but significant emigration of skilled and semi- 
skilled man-power to the Middle-East and Gulf coun- 
tries. This out-migration is gradually slowing down 
in recent years. On the other hand in the post-inde- 
pendence period, there has been some increase in 
immigration due to two types of flows viz., the return 
immigration of persons of Indian Origin settied earlier 
in British colonies and those from the neighbouring 
countries. Though numerically small for the country 
as a whole, these flows can cause concern due to their 
impact on the local situation in certain border areas. 
According to the latest census there were about 8 
million persons in India with place of birth outside 
India. 


Internal Migration 


The Constitution of India guarantees freedom of 
movement within the country and individuais as weil 
aus familics move from one place to another for a 
short duration or for permanent change of residence. 
The volume of internal migration computed by the 


place of last residence in 1971 was 167 :nillion and 
the percentage of migrants in the population was 30.5. 
An analysis of the total internal migration indicates 
that alhough there in significant rural-urban migration, 
rural-rural stream of migration on the whole, predo- 
minates. There js preponderence of intra-district 
migration which accounts for nearly 65 per cent of 
the aggregate of internal migration. Interdistrict 
migration accounts for about 23 per cent while the 
inter-state migration, which can be called long dis- 
tance migration forms cnly 12 percent of the total in- 
ternal migration. As for the causes of migration 
among females, marriage is the most important be- 
cause according to the custom in India, the female 
lives after marriage at the place of her husband. For 
migration of males, economic reasons are dominant. 
The rural-urban flow is generally the resuit of popu- 
lation pressure and search for employment oppor- 
tunities. It has been noticed that migration is mostly 
directed towards States with low density and areas 
with scope for industrial or agricultural expansion. 
The density of population in India according to 1981 
census (number of persons per Km2) is 216. The 
density varies from State to State ranging from 45 
in Sikkim to 655 in Kerala. 


Urbanisation 


Urbanisation in India has been as old as its ancient 
civilisation. Even in the 16th century, it is estimated 
that about a quarter of the total population lived 
in urban areas, During colonial rule jn 19th century 
a trend of de-urbanisation associated with decline of 
indigenous industries staried and the proportion of 
urban population sunk to 10.8 per cent in 1901. 
Thereafter the trend of urbanisation has been one of 
increase. But upto i°41 the process remained slow 
and urban populaion in that year was about 14 per 
cent. During the 40’s there was a notable increase 
and the urban population rached a level of 17.3 per 
cent in 1951. Since 1961, there has been a continucus 
upward trend and the urban population increased to 
19.9 per cent in 1971 and 23.3 in 1981. 
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Although India can still be considered as one of the 
least urbanised countries in the world, it has an urban 
population of 159. million which is projected to in- 
crease to around 300 million by 2000 A.D. India 
has some of ithe world’s largest cities. There are 218 
cities with population above 190,000 and nearly 60 
per cent of the urban population lives in these cities. 
The corrsponding percentage in 1961 and 1971 was 
50.9 and 56.3 respectively. It is also notable that 
26.7 per cent of urban population lives. in 12 big 
cities having population of more than | million. In- 
cluded among the larger cities are Calcutta, Bombay, 
Delhi and Madras with 1981 population ranging from 
4.3 to 9,2 million. 


The problems that urban India presents eve most 
acutcly felt in largest cities. Apart from environmen- 
tal pollution evident in metropolitan areas, the prob- 
lems of improving basic needs and amenities like 
water-supply, lighting, sewerage, drainage, housing 
and transport are all assuming very large proportions 
and can lead to explosive situations. 


Sufficient focus has been given in the country’s 
development plans on urbanisation as an important 
aspect of the process of economic and social develop- 
ment. The need for a balanced spatial distribution 
of economic activities was reiterated in the Fourth 
and Fifth Five Year Plans. These plans emphasised 
the need to prevent unrestricted growth of big cities 
and recommended regional approach to tackle the 
problems of urbanisation. In the Sixth Plan also the 
same approach has been adopted and the thrust of 
urban policy in the next decade would be to place 
greater emphasis on provision of infractructure and 
other facilities in small, medium and other towns 
which may act as ‘parking stations’ to avoid concen- 
tration of urban population in few big cities. Gov- 
ernment has also been taking steps to avoid excessive 
concentration of economic activities through a series 
df policies including industrial licensing, with empha- 
sis On appropriate location and the policy of dispersal 
in licensing and finance from public financial institu- 
tions. for locating industries in backward and non- 
industrial districts. In addition, fiscal and 
tax incentives and subsidies are also provided 
to counteract the  disadtages associatd 
with backward areas and regions. Schemes 
for environmental improvement in slum areas 
vantages associated with backward areas and regions. 


have also been taken up in the successive Five Year 
Phans. 


Environmental Planning 


Excess population and poverty can be regard- 
ed ag the two biggest “pollutors” of environment. 
The ever increasing numbers create pressure on 
land, water and other resources. Over-explot‘a- 
tion of the vegetative resources in the catehment ares 


of riverlvally —_ projects, de-forestation and 
soil erosion both leading to siltation of their 
reservoir, and increasing frequency and ferocity 


of floods are the more outstanding of the conse- 
quences of the increasing pressure of numbers on 
limited availability of environmental resources. 


The problem of sanitation are not confined only 
to the urban slums but exist jn rural areas as. well. 
This gives rise to various kinds of diseases. Besides, 
there are problems of air and water pollution in 
some highly industrialised cities. 


Most of these environmental problems arise as a 
result of interaction of population with echo- 
system. The quality of life depends on nutrition, 
shelter and energy. An increasing population 
has, therefore, important implications for envi- 
ronment, which in the ultimate analysis provides 
three main ingredients that determine quality of 
life. Population growth accentuates the pressure 
on the resources base and tends to over-expioit 
that base to the extent of gealy cducing its po- 
tenial. Further, population growth tends to generate 
processes. of population re-distribution which are often 
dysfunctional to the goals of development. 


While there is a genuine concern over the  vafi- 
ous environmental problems in the country it — is 
being increasingly realised that the development 
policy should aim at ensuring mutually reinforc- 
ing character of trends jin economic, — social, 
demographic and environmental fields. Planning 
for general development should aim at maximis- 
ing the positive and minimising the negative — in- 
fluences of economic growth and social change 
On population and environment which taken to- 
gether constitue an internally complex and dy- 
namic system. Likewise, interventions in population- 
environmental nexus should aim at optimising its 
positive influences on social and economic proaress, 


Historically, environmental factors have greatly 
influenced the rise and fall of civilisations. Those 
which could establish harmony with the environment 
flourished and others which could not reckon with 
the environmental forces perished. Survival itself  de- 
pends upon the ability to cope with the environment. 


It is well understood that natural resources, re- 


newable and non-renewable. are finite. These 


can support and sustain only a limited life—human 
or animal. The capacity of the environment to 
provide for a minimum acceptable quality of life is 


still more limited. 
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There is thus a need for each country to exam- 
ine systematically its long-term population/resource 
balance. Such a study could be useful guide for 
country’s future population policies. Unfortunately, 
the parameters and methodology for such studies are 
not yet fully developed. It is, therefore, necessary 
to commission well designed studies through an in- 
ternational agency. The need is in fact, to carry out 
a global exercise because in today’s world no coun- 
try’s environmental problems can be seen in isolation. 
These are all inter-connected. There must be an 
urgent assessment of the total population that this 
world Can sustain if its eco-system is to guanantee a 
minimum level of living. 


Population and Health Policies and Programmes 


By now, India has accumulatea experience of 
planning for comprehensive development lasting 
more than three decades. Planning process has been 
continuous. When it was launched, the country’s 
rate of population growth was moderate as high fer- 
tility was matched by declining but as yet very high 
mortality. It was inevitable then that measures are 
taken up as a part of planning to deal with recurring 
droughts and epidemics. Simuitaneously, it was also 
explicitly recognised that success in mortality reduc- 
tion would lead to accelerating rates of population 
growth, if the other component of fertility is not 
brought under effective control. Therefore, India’s 
planning process since its very inception recognised 
the need to reduce the fertility rate through family 
planning programme. The aim was to _ stabilise 
population growth at as low a level as possible. 


During the 50’s, a number of family planning 
clinics were opened in the country by government 
and voluntary organisations. The emphasis during 
this decade was on providing conventional contracep- 
tive services through specially trained female workers 
at clinics especially for women. The methods most- 
ly recommended were diaphragms and jelly and 
foam tablets for women, and condoms for men. 


During the Third Plan period, 1961-66, there 
was shift in the programme strategy from a “cli- 
nical approach” to an “extension approach’. 
The objectives of this change were: (i) Creation of 
a group norm of a small family size in every com- 
munity by educating and involving opinion leaders: 
(ii) To provide information to every eligible couple 
on available contraceptive methods; and (iii) Provi- 
sion of contraceptive service facilities in a socially 
and phychologically acceptable manner. In this re- 
vised approach, the crucial task of identifying, 
informing and motivating the eligible couples for 
family planning was given to the Extension Educa- 
tors and peripheral health workers, namely, the 
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Auxiliary Nurse-Midwives (ANMs) for women, and 
Family Planning Health Assistants (FPHAs) fer 
men. 


During the 70 ’s, the extension approach was 
consolidated, and the family planning programme 
was fully integrated with public health programme 
in the country, especially with the maternal and 
child health services (MCH), operated through Pri- 
mary Health Centres in rural areas (initially plan- 
ned at one for 100,000 population) and the Urban 
Family Planning Centres in towns and cities (one 
for 50,000 population). In recognition of complete 
integration of Family Planning and MCH care ser- 
vices, programme was redesignated as a Family Wel- 
fare Programme. 


The decade 1971—-81 witnessed tremendous efforts 
in this field. The expenditure on the programme 
increased substantially from Rs. 248 million in the 
Third Plan (1961—66) to Rs. 2844 million and 
Rs. 5166 million in the Fourth (1969—74) and the 
Fifth Plan (1974—74) respectively. 


Soon after the Bucharest Population Conference, 
a comprehensive policy was formulated as a part 
of a ‘frontal attack’ on the problem of population. 
In pursuance of this policy, the minimum age at 
marriage was raised by law in 1978 to 18 years fou 
girls and 21 for boys. There was an increased 
emphasis, backed up with financial allocation, on 
providing population education for all children in 
the middle and secondary schools. Representation 
to Purliament from each state was frozen upto 
2001 AD at levels based on the 1971 Census popu- 
tion figures. This assured the States with lower 
popuwation growth rates that they will not be put 
to any disadvantage in regard to their representa- 
tion in the National Parliament. There was also a 
scheme for community incentives to villages and 


towns which achieved high levels of contraceptive 
protection. The policy laid particular stress on the 
logistics of the family planning services delivery 
system. Accordingly concerted efforts were made 
to improve the organisational efficiency of the pro- 
gramme by making the family planning personnel 
responsible for achieving certain minimum levels of 
performance; this seems to have paid good returns. 


As a combined result of all these measures, there 
was 4 rapid acceleration in the number of acceptors 
of Family Planning. The aggregate number of 
annual acceptors of different methods offered under 
the programme, which averaged only 0.1 millions 
for the period 1956-64 had increased to an average 
of 4.7 million in 1970-75; thereafter the figure 
jumpéd to 6.8 and 12.5 million in 1975-76 and 
1976-77 respectively. 


Unfortunately at a time when the programme 
had gathered momentum in the mid seventies, it 
became a subject of political controversy based’ on 
misrepresentations and misinformation, with the re- 
sult that a vital element of the national programme 
for progress received a set-back after 1977. The 
number of annual acceptors showed a steep decline 
during 1977-80. (Table 6.1 on page 182). 


However, the lead given once again by the Prime 
Minister, Mrs. Indira Gandhi, in 1980 has restored 
the credibility of the programme. The 1981 census 
showing an increase of 137 million to the popula- 
tion in ten years generated a great deal of concern 
in the country. It made Family Planning a more 
vital issue than ever before and helped to create 
a national consensus in favour of population control 
policfes. Several State Legislatures have already 
passed resolutions supporting the programme. The 
programme gathered momentum so much as to yield 
a record level of 14.4 million acceptors during the 
year 1983-84. 


Strategy 


India is promoting among its people responsible 
and planned parenthood through a well-designed 
strategy, whose salient features are the following : 


(i) Adoption of the “Small Family Norm” is 
decided by the couples on an entirely 
voluntary basis. 
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i) 


(iii) 


(iv) 


(v) 


(vi) 


(vil) 


(viii) 


(ix) 


Intensified efforts are being made to 
spread awareness and — information about 
the small family norm through more effec- 
tive. and imaginative use of multi-media 
and interpersonal communication chan- 
nels for disseminating group specific mes- 
sages. 


A wide choice of contraceptives is offer- 
ed to eligible couples under the cafetaria 
approach, and supplies of contraceptives 
are being increased and arrangements are 
made to make them available at the door- 
steps of the acceptors. 


The programme is an integral part of 
planning for comprehensive development 
which covers correlates of fertility. In this 
regard, operational linkages have been 
established with other development Muin- 
istries/Departments at Central, State and 
field levels. 


Facilities and efforts for rapid increase in 
female literacy are being continually ex- 
panded. | | 


Population education is extended to youth 
in schools and colleges as well as to tliose 
out o fschool. It forms an important part 
in all workers’ education and training pro- 
grammes conducted by Government agen- 
cies and the organised sector. 


Elected representatives of people at all 
levels, grass-root level organisations like 
village | Panchayats, Mahila Maadals 
(Rural Ladies Clubs), Youth Clubs ard 
voluntary organisations, etc., are encour- 
aged to participate in this programme. 


Enforcement of the law relating to mini 
mum age at marriage for girls and boys 
is being vigorously pursued. 


Following an area specific approach, re- 
gions lagging behind in performance are 


given greater attention. 


Population Policies and Goals 


The National 
Parliament in 1983, h 


Health Policy, approved by the 
qs enunciated the long-term 
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demographic goal of the country to be to reach a 
replacement level of fertility (or a Net Re-produc- 
tion Rate of One-—-NRR—1l) by the year 2000 at 


the lowest feasible levels of mortality as shown 
below : 
Birth Rate —21 per thousand 


Death Rate —9 per thousand 


Infant Mortality — Below 60 per thousand 


Rate live births 
Effecetive Couple 
Protection Rate — 60 per cent 
Life Expectancy 
At Birth — 64 years 
Given the present demographic situation in 


India, it is obvious that fertility goals should be 
linked for their realisation to appropriate develop- 
mental variables. One of the universally agreed 
goals of development is the reduction in the levels 
of mortality of the population, particularly, infant 
mortality, leading to a higher expectation of life. 
That is why the goal is set in terms of Net Repro- 
duction Rate (NRR). 


Health Policies 


The National Health Policy also lays down an 
integrated and comprehensive approach towards the 
future development of health services in the coun- 
try including family planning services. The Policy 
is aimed at providing ‘Health For All? by 2000 AD 
as recommended in Alma-Ata-Declaration through 
primary health care approach. The stress in the 
National Health Policy is on the provision of pre- 
ventive, promotive and rehabilitative health services 
to the people—representing a shift from medical 
care to health care and in short, from the urban to 
the rural population. This includes substantial aug- 
mentation and provision of primary health care 
facilities and family welfare services on a universal 


basis in every village, town and urban community, 
acceleration of programmes for the welfare of wo- 
men and children, including family planning; von- 
trol of leprosy, T.B. and blindness; nutrition pro- 
grammes for pregnant women, nursing mothers and 
children, especially in the more remote hilly and 
backward areas. Quantitative targets have been 
fixed for cach of these areas. 


Programme Organisation 


As noted earlier, the Family Planning Prog- 
ramme, from its very inception, has been imple- 
mented as an integral part of the public health 
programme, especially of maternal and child health 
services. At the Centre, it is located within the 
Ministry of Health and Family Welfare and at the 
tate level within the Directorate of Health and 
Family Welfare services. 


The formulation of above demographic goal 
in terms of net reproduction rate has created the 
need for a closer integration of family planning 
services with the health services and concerted 
eilorts are taken up to achieve this at all levels right 
ipto the peripheral field level. 


Constant efforts are being made to expand the 
network of Health and Family Welfare Services to 
carry them to the door-steps of the people. Tirese 
include : 


(i) With a view to provide liaison between 
the community and health services net- 
work, a Village Health Guide functions in 
each village or within a population of one 
thousand in larger villages. About 
400,000 health guides are already work- 
ing. Health guides are selected by com- 
munities from amongst themselves and 
preference is given to females. Thes? 
voluntary workers have been trained for a 
period of three months and arrangements 
for continuous training are in-built in the 
Village Health Guide Scheme. The vil- 
lage health Guide also promote small fa- 
mily norm and the use of contraception. 


(ii) Deliveries by trained health personnel 
in hygienic and aseptic conditions are 


(ii) Health Sub-Centres are 


(iv) There are 6250 Primary 
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critical in reducing the maternal mortal- 
ity and infant mortality, Most villages in 
the country have traditional birth atien- 
dants who are customarily handling 
deliveris in their areas. A scheme to 
train these traditional birth attendants 
to upgrade their skills has been  laun- 
ched and till now over 4,60,000 birth at- 
tendants have been given the training. 


being _estab- 
lished for every three to five thousand 
population. These are manned by a 
team of one qualified male and one 
female (paramedic) health worker. They 
look after the primary health needs of 
the community. They also provide ma- 


ternal care and immunization _ services 
in addition to family planning education, 
motivation, and supplies and _ services 
in spacing methods. There are over 


70,000: sub-centres in the country and 
their number will increase to about 
120,000 by 1990. One male and one 
female Health Supervisor provide support 
and assistance for every four sub-centres. 


Health Centres 
(PHCs), one for every 100,000 popula- 
tion. Each PHC has three medica] Offic- 
ers (including one Lady Medical Offic- 
er) to provide curative and clinical ser- 
vices, including MTP and they supervise 


and guide family planning programme 
performance. The team of medical and 


para-medical personnel at the PHC Icvel 


have been trained well in all the 
family planning methods, — including 
sterilisation follow-up care and __ treat- 
ment of complications when they arise. 
This net-work of medical services will 
be strengthened by opening new one- 
doctor Primary Health Centre for every 


30/20 thousand of the population, Existing 
primary health centres wil] be upgraded as 
referral, consultative and suipervisorly 
centres with the addition of more beds and 
specialist services. At the apex of the 
pyramid. of health services are the district 
level (412) and state level referra| services. 


There are 106 medica] collges which impart 
medical education and also provide spe- 
cialist services and help, supervise, guide 
and train the personne] at lower levels. 


National Institute of Health and F amily Wel- 


fare is the apex level institute for planning and 
Carrying out training programmes. Training insti- 
tutions have been established, down the line at 


State and District levels and number about 426. 


Research 


People in India have responded well to lapa- 
roscopic tubectomy and copper-T Intra Uterine 
Device. However, the research for simpler regim- 
ens continues. There is a need to find more effec- 
tive and safe formulations to impart long lasting 
immunity fo men and women. These contracep- 
tives should be inexpensive, easy to use and with- 
out harmful effect. Coordinated Research in 
contraceptive methods and human _ reproduction 
is carried out through a  net-work of research 
organisations/centreg under the guidence of Indian 
Council of Medical Research.  Anti-pregnancy 
vaccine for women, male contraceptive drugs, 
reversible male and female sterilisation methods are 
some of the important leades which. are being 
vigorously pursued: by the research community in 
India. : 


Any successful programme needs a _ continuous 
back-up support of operational research. Family 
welfare programme is mind-boggling in its complexity 
since it addresses itself to human beings and has to 
take accourt of ‘their social, cultural and emotional 
responses to ongoing activities and new components 
that may be introduced. It is all the more important 
in the context of a country of India’s size. 

Sixteen population research centres have been 
established in universities all over the country with 
a view to carry out operational research relating to 
supplies and services communications, knowledge, 
attitude, acceptance and other demographic and 
psycho-soci: 2] factors. International Institute of 
Population Sciences, Bombay is a leading institute in 
this field. It imparts higher level education in Popu- 
lation Sciences and also carries out research. Private 
service and/or research organisations are also engaged 
for specific research tasks; these include the Family 
Planning Association of India, which’ is affiliated to 
IPPF and the Family Planning Foundation of India 
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The following table provides data on the progress of Family Planning Programme: 


TABLE 6.1 : NUMBER OF FAMILY PLANNING ACCEPTORS, COUPLES EFFECTIVELY PROTECTED AND 
BIRTHS AVERTED : 


Year No. of acceptors Couples protected Percentage Births averted 
annual (million) No. (million) cumulative (million) 
1956— 64 0-1 ) (average 1:0 1:2 0:3 
| for the 
1965— 70 2°8 period) 8:6 9:4 4:9 
pL 4:7 J 15+3 14-9 17:5 
1975-76 6°8 17°8 17:0 20:6 
1976-77 BS ae Pa | PILE © 24:3 
1977-78 4:5 24-6 22.5 29:4 
1978-79 52 25°0 @2*3 3533 
1979-80 565 25-4 2,7 39-2 
1980-81 6°5 26:4 ash 44-2 
1981-82 8:1 28:2. 23a 49°2 
1982-83 11.0 31-4 Zao 54-7 
1983-84 14°4 30.2 29°2 60°7 


Ferm the Table 6.1 it can be seen that as of April 
1984 29.2 per cent or 36 million of the couples in 
the reproductive ages were effectively protected by 
the programme. More than 80 per cent of this pro- 
tection came through sterilisation. Since the inception 
of the programme, sterilisation has been a popular 
method of contraception’ preferred by the couples in 
the country. As of April 1983 the total number of 
males who had received sterilisation services were 25 
per cent higher: 22.4 million males and 17.8 million 
females. 

In the earlier years, vasectomy or the male ste- 
rilisation was mOre popular but since the introduction 
of mini-lap and laparoscopic tubectomy five years 
back, the female sterilisation has been gaining wider 
popularity. Performance in family planning accep- 
tance and couple protection is not uniform 'through- 
yut the country Couple prefetion level in five States 
2xceeds 40 per cent, in 10 States it is between 29 and 
40 per cent, while in the remaining States and Union 
Territories it is below the national average of 29.2 
per cent. The problems of low performing States are 
being intensively studied with a view to removing the 
~ottlenecks, 


Studies show that more infants die if the pre- 
ceding birth interval is less than two years. Short 
bifth interval also affects the older child; curtaining 
breast-feeding and maternal attention exposes him to 
higher risks of morbidity and mortality. Short spacing 
may lead to maternal depletion and is a likely ex- 
planation for low birth weight generally associated 
with higher order births beyond 4 or 5. This is sup- 
ported by the fact that infant mortality is found to 
increase with birth order. 


Keeping in view the importance of birth interval 
for child survival and mother’s health as well as the 
contraception needs of younger couples who have 
not yet achieved the family size norm, the Govern- 
ment has recently initiated a deliberate policy to 
promote spacing methods on a large scale. Here the 
emphasis is on the use of Intra-Uterine devices like 
Copper, T, low dosage oral pills and condoms. Of 
late, there has been a dramatic increase in the num- 
bers of {UD acceptors from. 0.6 million in 1980-81 
to 2.1 million in 1983-84. Even though the number 
of pill users is only 0.5 million, there was g three- 
fold increase in their number in 1983-84 over the pre- 
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vious year. 7.3 million couples use condoms and this 
number shows an increasing trend. 


India does not permit abortion as g means for ferti- 
lity regulation. However, from 1972 onwards, Me- 
dica] Termination of Pregnancy has been allowed as a 
part of health care facility for pregnant mothers on 
health and related sociocultural considerations, Pri- 
marily this facility is permitted to save from health, 
hazards the millions of women who take recourse to 
clandenstine abortions by ill-qualified doctors or 
quacks, in unhygienic and aseptic conditions. We be- 
lieve that child bearing should be a joy, not a burden; 
and since it is the mother who bears and rears the 
child, we are concerned not only with her health but 
with her will and well being. There were just about 
0.5 million recorded abortions last year compared to 
22 million babies born in the country, 


Table 6.1 on page 182 shows that till the end of 
March 1984, the programme has averted about 61 
million births: roughly equal to the 1982 combined 
population of Egypt (44.3 millions) and Peru (17.4) 
or that of Burma (34.9) and Columbia (27) put toge- 
ther. The programme implemented during 1983-84 
has the potential to avert about 11.2 million possible 
future births. 


Thirty seven million births were averted in 1971- 
81. But for the success of this programme, India’s 
population during the decade would have recorded a 
3 per cent annual growth rate. This would have Tur- 
ther exacerbated our social and economic problems. 
Hypothetical size of India’s stable population projec- 
tion would have undergone a radical change: Stable 
population size of over three billion people compa- 
red to 1.8 billion projected by the World Bank and 
1.3 billion level at which we wish to stabilise, All 
this can be attributed to the success of India’s popu- 
lation programme. 


In terms of fertility decline, the programme as 
made a significant impact on the population since 
1966. The crude birth rate has declined by about 8 
points in 16 vears, from 41.2 per thousand population 
in 1966 to 33.6 in 1982. During the years 1977 to 
1981. the birth rate levels have staxnated around 33 
and this coincides with the period of poor programme 
perfornmince duting 1977-80. However, with the  in- 
creasin® momentum of the programme, CPR increa- 


sing by 3.3 points in 1983, it can be expected that 
future declines in fertility may be more rapid. The 
dechne of 8 points in the CBR. in 16 years nay not 
be as rapid as the declines achieved in a few other 
developing countries. However, even this level of 
performance has enabled India to keep its popula- 
tion growth rate at a level lower than the peak levels 
of around 3 per cent reached by many other develop- 
ing countries. The 0.5 per cent annual average ferti- 
lity decline recorded over the last 16 years compares 
favourably with the experience of developed coun- 
tries where fertility declined at an average of 0.3 per 
cent and at a much higher income level. 


It is to be realised that the Indian programme of 
family planning is a wholly voluntary implemented 
i a democratic framework with the freedom of choice 
fo couples on the number of children they wish to 
have, Government have stead-fastly refused to enact 
legislation to limit family size even though some Par- 
liamentarians have been introducing Bills aimed at 
regulating the family size. 


In India, family planning is purely voluntary, Tt 
needs the participation of millions of men and women. 
The aim is to conduct this programme as a PEOPLES’ 
MOVEMENT with the active involvement of volun- 
tary and non-governmental organisations. A favour- 
able climate in support of small family norm is sought 
to be created with the help of mass media, folk media 
and inter-personal communication by trained person- 
nel. Opinion Leaders, especially elected representa- 
tives of the people, from the level of village councils 
all the way up to the National Parliament are en- 
couraged to participate actively in the family welfare 
programme. Motivation and training camps, where 
such leaders can get together for discussion, is an 
important extension education strategy, So far, 130,000 
camps have been organised and approximately 5 
million influential individuals have — participated in 
these camps. yi 


Coercion of any type is not used in India’s popu- 
lation programme. There is no way to enforce the 
desired family size for a couple. Acceptance and use 
of family planning is promoted bv motivation and 
education regarding the benefits and advanteots of 
small family norm, community involvement — and 


provision of supplies and services of good quality, 


Mother and Chilqg Health 


Maternal and Child Health (MCH) services play an 
important role and constitute a vital component’ of 
the family welfare programmes. These services cont‘!- 
bute to bettter health and better chances of survival 


of mothers and children. We are pledged to provide: 


basic health care facilities like, safe and aseptic deli- 


very aid immunization of children against childhood — 
diseases. The table 6.2 indicates the present reach and 


level of mother and child health care programmes. 


India being a vast country with inadequate infras- 
tructural facilities, it may take some time to provide 


the full package of services to every child and expec-— 


tant mother. We aim at providing universal immuni- 
sation by 1990. This would, however, 
enormous problem in logistics, supplies and trained 
manpower. Performance levels’ will have to double 
_ trip? le before we can reach this objective. 


TABLE ‘6.2. 
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As a part of this strategy, an Integrated Child Deve- 


_ lopment Service (ICDS) Scheme is being implemented | 


in 856 blocks out of 5242 blocks in the country. 
ICDS package of Services include supplementary nut- 
rition, immunization, health check ups and. referral 
services to children below six years of age and ex- 
pectant and nursing mothers, non-formal education to 
children and nutrition and health education to women. 
Growth of children in these blocks is monitored on a 
regular basis. The number of beneficiaries receiving | 


Supplementary nutrition in ICDS blocks as in ini 4 
1984 is biven below: | 


Children aged, below 3 years —1.89 million. 


Children ‘aged 3-6 years 2.46 million 
Expectant and lactating mothers = —1.07 million 


It is planned to expand the coverage of ICDS to g 
much larger number of - blocks in the ce ive eae 


: COVERAGE i ald M. CH. PROGRAMMES, 1983- 84. 


Programme 


: ‘Acseueroan 


pe tae’ Percentage i increase - 
(million) 


over last year 
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Resource Needs and International Cooperation 


‘ 


i NTERNATIONAL Cooperation in the field of popu- 
lation is relatively a recent phenomenon. Some years 
ago, there was a great deal of opposition to support 
activities related to Family Planning and Population 
Policy on various grounds, such as, religious, cultural 
and political. This resistance was not only evident in 
the donor countries but also in countries requiring 
population control programmes. Before the 70's 
international cooperation in the population field exist- 
ed in a small way mainly in the form of some fellow- 
ship and advisory services on population statistics and 
analysis. Cooperation in gq meaningful sense started 
in the mid-70’s after the World Population Conference 
at Bucharest in 1974. Foliowing this World Con- 
ference, the levels of international assistance for popu- 
lation activities have increased but the total volume of 
assistance has remained much below the target of one 
billion dollars qg year. In fact, the growth rate of 
increase in population assistance has slowed down in 
recent years when the need for such assistance is the 
greatest. 


UNFPA is the leading UN agency for providing 
assistance for population programmes. According to 
their figures during 1979-81, they budgeted one 
dollar for every four dollars provided in different 
countries’ budgets. UNFPA assistance to India during 
ihese years was at a much tower level. During 1979 


81 they provided $ 23.5 million again $ 556.3 


million spent by India on the programme: one dolar 
for every 24 dollars spent by India. 


Besides UNFPA, India is receiving assistance from 
various International Agencies and developed coun- 
iries for the Family Welfare Programme. 
tance is available in the form of cash, 
etc., and is governed by ihe Agreemenis | 
India and the donor agencies. The names of such 
agencies and the projects being funded by them are 


given below: 


UNFPA: Area Projects in Bihar ‘Rajasthan, sup- 
port to clinical service, supply of Laparo- 


commodities, 
between 


Such ASSIS~ 


sccopes Copper T (IUD), raw materials 
for Oral Pills and Condonis aad support 
to organised sector projects. 


UNICEF: MCH Programme through medical colleges 


and immunisation programnie. 


WORLD India Population Projects in Andhra 


BANK: Pradesh & Uttar Pradesh, Karnataka and 
Kerala States. 
WE): Support for MCH and reproductive _ re- 


search programmes. 


in 
sup- 


DANIDA: DANIDA assisted Area Projects 
Madhya Pradesh, Tamil Nadu and 
port to NIH & FW. 


NORAD: Post-Partum Programme 


ODA(UK): ODA (UK)-assisted Area Project in 


Orissa and supply of Laparoscopes. 


SIDA: High Potency Vitamin ‘A’ Capsules and 
other assistance for MCH Programme. 
USAID: USAID assisted Area Projects in Haryana, 


Punjab, Guiarat, Himachal Pradesh and 
Maharashtra, support to progressive 
voluntary organisations, Contraceptive 
Marketing Organisation and research in 
human reproduction. 
The per capita expenditure on family welfare 1s 
about Rs. 4/- per year (US 40 Cents) in 1982-83: 
one of the lowerst in the world. Enhanced invest- 
ments in the programme would be inescapable. Servi- 
ces and supplies have to be expanded iapidly to meet 
the rising demand generated by increasing acceptance 
of contraception—about 25 per cent per annul 
and also to meet the needs of 22 million voung couples 
who will enter the reproductive age-group by 1990, 
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The need for the 1985-99 plan period has been international understanding forged at Mexico would 
projected at $ 6.4 billion compared to $ 1.4 billion in ensure that constraint on resources is not allowed to 
the current plan. Investment needs of other developing stand in the way of effective and efficient population 
countries, which aim at containing population growth, 


programmes, 
may also similarly increase. Tt is hoped that the 


Perspectives 


I NDIA is committed, through a written Constitution, 

to a social system squarely based on democracy, secu- 
larism and socialism. The roots of these ideals lie 
deeply embedded in the long cultural history of the 
country enriched by a great variety of cultural ethos 
of the people that make up the present population 
characterised by ‘unity among diversities’. This sys- 
tem has served the country well in the period since 
Independence in 1947. When, soon after indepen- 
dence, we embarked upon planning for comprehensive 
development, the tasks of nation-building appeared 
stupendous. But they have been pursued with vision 
and courage. The course of development during this 
period has not been casy. Apart from the rapid 
growth of population and the proverbial weather con- 
ditions generating uncertainties for agriculture, the 
process has been subject to unforseen disturbances 
arising from the course cf events in the international, 
political and economic conditions. The nation adjust- 
ed its policies and programmes to these repeated 
changes. In order to do so, a measure of flexibility 
has been retained in the logistics of planned develop- 
ment without involving any compromise on the funda- 
mentals of the social system and in the long-term goals 
of national progress formulated for the planning for 


development. 


Considerable experience has been gained in the pro- 
cess with regard to both population and economic 
development. India has from the very beginning 
included a policy for containing population growth as 
an important element in the formulation of its plans 
for socio-economic transformation and Health & 
Human resources development. It also recognises 
that effective integration of development and popula- 
tion is facilitated oniy when its benefits are widely 
shared by the more disadvantaged groups in the 
population, The Buecharst World Population Plan of 
Action, while accepting that ponulation growth should 
be contained, emphasises the need for socio-economic 


development. Experience of the last decade has made 
ii more than clear that development must deal simul- 
tanously with economic expansion and social transfor- 
mation, population and environment in order to secure 
all-round improvement in the quality of life. India’s 
development process fully recognises these inter- 
linkages. 


Our socio-economic development efforts aim at pro- 
moting a system which enables every individual to 
have the fullest opportunity of developing his maxi- 
mum potential. This calls for a rapid economic 
expansion to the extent of resource availability. Dur- 
ing the last 4 years Indian economy has grown at 5 
per cent annual growth rate compared to an annual 
growth rate of around 3.5 per cent in the 70’s. This 
suggests a highr growth trend in the 80's. 


Gross National Savings, as a percentage of Gross 
Domestic Product (GDP) has increased from 17.3 
per cent in 1971 to 22.7 per cent. This rapid increase 
in national savings rate at India’s low per-capita in- 
come, is an evident of courtry’s determination towards 
building a self-reliant economy. Even while the 
investment rate has increased to 24 per cent of GDP, 
about 94 per cent of the cost of investment og 
mes has been met from national savings. ; 


India’s achievement in agricultural sector has been 
impressive. Foodgrains production recorded a three- 
fold increase in the last 33 years from 50 million ton- 
nes in 1950 to an estimated 150 million tonnes in 
1983-84. Annual growth rate of foodgrains produc- 
tion exceeded 3.3 per cent well above the population 
growth rate. Simultaneously, large investments have 
been made in creating a wide spectrum of industries 
and industrial production has recorded a five-fold in- 
crease in the tame period. The industrial sector has 
been gradually diversified covering almost the entire 
range of consumer, industrial and capital goods. A 
significant capability has been built in crucial areas 
of high technilogies like electronics and nuclear and 
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space technology. Country has the third largest pool 
of Scientists and Engineers. 


Improvement in the quality of life of the poor and 
the weaker sections of the community are the key ele- 
ments of the country’s development programmes and 
policies. The poorest 40 per cent in India are receiving 
wa gradual but increasing share of total national income 

and concentration of incomes is decliriing. ‘This, how- 

_ever, does not provide ey ground for, complacency 
and the national policy: directly addresses the problem 
of poverty alleviation. Public programmes have becn 
specially designed with @ view to directly assist the 
poor, ©.g. 


* Minimum needs Programme which widens 
access for the poor to the basic social Services: 
education, health, family planning, water sup- 
ply, shelter and nutrition, ete. 

* Targetted Assistance for special groups OF 
areas Integrated Rural Development Pro- 
grammes, National Rural Employment Pro- 
grammes, Programmes for Backward Classes, 
Hilly Areas and Drought-Prone Areas. 
Pricing and Regulaiory policies like subsidies 
on food and incentives to industries located 
in backward areas and_ self-employment 

~ schemes. as 

_ The. guiding principles for India’s future deveiop- 
ment plans-should continue to be growth, equality, 
social justice, self-reliance, improved efficiency and 
productivity. It is equally well recognised that gains 
of development in last three decades have been greatly 
eroded by rapid population growth and that our suc- 
cess in improving the ‘quality of life’ will greatly 
depend on the nation’s ability to stabilise its population 
at a mangeable level. 


India’s population was stable during 1911-21. The 
birth rate of 48 per thousand just about matched the 
death rate. Millions of people were then dlying. of 
hunger and disease. Socioc-economic development since 
Independence, has brought about a dramatic decline 
in mortality from over 27 per thousand to less than 12. 
Corresponding reduction in the birth rate has not 
taken place, nor could it have been expected to occur 
if one were to bear in mind the low level] of socio-eco- 
nomic dvelopment obtaining during these years. With 
the gradual and steady socio-econvmic progress and 
the fast changing perceptions of the people, a stage has 
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now been reached when the fertility decline may be 
iaster. The journey towards a stable and healthy 
population, which started some years ago, now has 
reached a point where the ultimate goal is visible and 
appears within reach. T he country has set a goal of 
reaching the Net Reproduction Raie (NRR) of unity 
by turn of the century and the population size then is 
expected to be of the order of 950 million with a birth 
rate of Z1 per thousand and death rate of 9. There- 
after, the. process of population ‘stabilisation should 
commence and population is expécted to stabilise at 
around 1300 million by middie of next century. World 
population is expected to stabilise at about 10.5 billion 
in 2110 A.D. (medium variant). India’s population 
today forms about 15 per cent of the World’s popula- 
tion, and it may be around 13 per cent of the projec- 
ted stable Worid population. 


The birth rate in developed countries declined with 
the gradual and continuing improvemmnt in the stand- 
ards of living. But, in the developing countries, high 
ferdlity can outstrip the efforts to foster prosperity. . It 
was in recognition of this fact that India launched an 
official Family Planning Programme to promote dec- 
line in birth rate. Fertility is an intensely personal 
matter and requires a continuous and careful approach. 
Experience has, however, shown that knowiedge of 
family planning methods, adequately supported by 
services and supplies, hastens the process of fertility 
decline even in situations of under-development, illi- 
teracy and lower level of per capita incomes. In India, 
Family Planning Programme is. purely voluntary. It is 
being promoted as a peopie’s movement through 
maximum community participation by educationg 
people about the benefits of ‘Small Family Norm’. 
Couples are provided a wide choice of contraceptives. 
There is no coercion and couples make their decision 
according to their inclination. : 


The Indian Population Programme has averted 
about 61 million births till the end of March, 1984; 
roughly, equal to the 1982 combined population of 
Egypt (44.3 million) and Peru (17.4 million). or that 
of Burma (34.9 million) and Columbia (27 million) 
put together. The programme implemented during the 
year 1983-84 has the potential to avert over 11 million 
possible iuture births, In terms of fertility decline, the 
programme has made a_ significant impact on the 
population since 1966. The crude birth rate has dec- 


lined by about eight points in 16 years. But for the 


success of this programme, India’s population during 


the decade would have recorded a 3 per cent growth 
rate. Estimates of the projected 


ward revision. 


India’s long-term goals are: Improved standards of 
living and a stable and healthy population. The im- 
mediate goals are to reduce poverty and fertility which 
again are inter-dependent. India accords the highest 
priority to the task of reducing povert ty and a number 
of programmes have been launched to assist the poor 
with a view to improving human capital, generating 
an asset base for them end to make available the 
necessities of life at prices they can afford. These 
programmes are being vigorously pursued through a 
system of State subsidies and credits and free availa- 
bility of education, health and other social services. 


As of today, India has a population of around 730 
million, a death rate of about 12 per thousand, an 
infact mortality rate of about 114 per thousand live 
births and a birth rate of about 32 per thousand 
population. Its age pyramid is a harbinger of tremen- 
dous growth potential. The grimness of the situation 
cannot be denied but there are hopeful signs as well. 
Fertility deciine has been firmly established in many 
parts of the country and is spreading to others; family 
planning acceptance has picked up in more recent 
years and there is enough evidence that a large mea- 
sure of latent demand for contraception is surfacing: 
a determined movement has been generated for the 


improvement in the status of women and planning has 


accordd special imporiance to upgrade the role of 
women in the development process and, above all, 
infant mortality has at last started moving down at 
a reasonable pace. 


With planning according a greater role to the local 
level communities in the formulation of plans and 
programmes especially in the fields that influence 
social and conomic-co-relates of fertility decline and 
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: oe . mounting a direct frontal attack on mass poverty, there 
size Of the India’s ,’ 


stable population would have undergone a radical Up- 4 


is every reason to be confident about the demographic 
goals that the Nation has set for itself. India’s con- 
fidence of achieving NKR of 1 and ‘Health For All By 
2000 A.D.’ rests not merely on the effective pursuit 
of policies directly influencing the birth and death 
rates, but also on the re-orientation that is being im- 
parted to the development process in order to expand 
people’s participation to improve and upgrade the sta- 
tus of women in society; to socialise the new generation 
through education, training and nutrition programme; in 
a manner that not only improves their productivity but 
also prepare them for responsible parenthood, to pre- 
serve loc¢l ecological systems and enhance their re- 
sourc potentials; and above all, to eradicate the curse 
of poverty through programme specifically directed 
towards this very objective. The whole of planning 
Strategy has but cne purpose to rapidly improve the 
quality of life for the people in general and for the 
poor and under-privilged in particular. 


The country is committed to the cause of human 
progress. Its achievement would be greatly facilitated 
by a more congenial international environment and a 
climate of peace all round International cooperation 
will speed up the process of development and so also 
that of population stabilisation. Aid plays a welcome 
role but its uncertainities need to be removed and its 
scale needs to be enlarged. 


It is, however, the context of national development 
that promises the realisation of the country’s demogra- 
phic goal for the year 2000. The country’s popula- 
tion may then be around 950 million. But it will still 
have a large potential for growth. By that time, the 
country will be well ahead on the path of self-sustain- 
ing and self-reliant economic growth and should be 
able to achieve the desired level of stablisation of 
population around the middle of the 21st century. In 
the ultimate analysis, the success depends on replacing 
hope for despair and commitment for complecency. 


cn : 
, « a 
= ens F os 
2 by 
3 % i ; 
5 , 
ae 5 F . 
— 
a ; 
7 my 4 r 5 ‘ 
. . ; ‘ . al . 
a . . ’ ; 
a = 4 a . 
3 4 
- ' ’ 
. » , ’ : : . 
i 
” > ik " 
, P ’ % 
F Z 5 . *. : 
Ss . 
« m , 
: * 
‘ ; ; 
' 
, 
are f e : 
‘ 
‘ 
: 7 
; 
| A 
. 
‘ 
=~ | 
‘ 
s t 
. 
5 
i 
? 
. 
f 7 si 
- 
‘ 
=~ 
. 


aj 


rive’ 


Stee 


, ih vi ar 
1 tare: 1 


iiieientiedaee aie 


a ; WRAIGobe 3 : srt r 


~~ 


: ve pt ae meen mmm 


eee 5h eH Ps 
pasa 2 Mint: Z 
re na +, en Pee 


ee rey, te A 7%} Shot i F) A <a 


sain « ee aren 2 o} gs tahes © 


Teh tameebir 
* Sens Ps 
BP las, 


4 


7 eS aa 
. ie a a, F 


ss 


me a r a \ ‘ ~ 

ie FN, Ree cee daee 
ts , + "see . ye - 

a ey . 


are 


Loup eengiv Manese®. 5,” 
¥ % ¢ . - 


* 


a 
- 
en 
4 
) 


ds 


‘ q a 

- » , ¢ a 

. i «rte ar , a sd 
. el “mie .. ‘ 


wd 7” ——. 4 ne 
Pe ae ena ae a ane Mer er Spf ge Dm, tne sheet gaol nt - ~ une OO nd dy Ce ee Gh Hee 
. - Cin 4 wae —_ : , ~ 


od y 
7 4 
= 2 
- * 


are 


SEG aasualie®s is che key to. every” : 


fi individual’s and every family’s betterment. It is 
also part of the right of women to be in full 
health and to use their gifts to bring up healthier, 


better looked-after children, to have more 


attractive houses, to develop their personalities : 


and. find CEERRL fulfilment i in their lives,” | 


—Indira Gandhi, 


